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REAUTHORIZATION OF THE SUBSTANCE 
ABUSE AND MENTAL HEALTH SERVICES AD- 
MINISTRATION 


TUESDAY, JULY 15, 2003 

U.S. Senate, 

Subcommittee on Substance Abuse and Mental Health 
Services, of the Committee on Health, Education, 

Labor, and Pensions, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10:08 a.m., in room 
SD-430, Dirksen Senate Office Building, Hon. Mike DeWine (chair- 
man of the subcommittee) presiding. 

Present: Senators DeWine, Reed, and Murray. 

Opening Statement of Senator DeWine 

Senator DeWine. Good morning. We welcome all of you today to 
the first hearing of the new Subcommittee on Substance Abuse and 
Mental Health Services. I am honored to be the chairman of this 
subcommittee. I think this is an important subcommittee. 

I look forward to working with my friend and colleague from 
Massachusetts, Senator Kennedy, on these very, very important 
issues. Senator Kennedy, of course — I do not have to tell anyone in 
this room — is truly a leader in this area and has many wonderful 
insights into these issues. 

While the subcommittee’s primary responsibility will be the reau- 
thorization of SAMHSA, I intend for this to be an active sub- 
committee, and I look forward to holding additional hearings on 
other issues that are related to substance abuse and to mental 
health. 

I would just say to our audience and to others that we are very 
open to ideas as far as what hearings we should be holding, and 
I know my staff cringes when I say that, but this is an energetic 
group up here, and we are looking forward to having many hear- 
ings. This is obviously a wide open field, and a very important 
field. 

As some of you may know, these issues are not new to me. I have 
been long involved both in this body and my home State of Ohio 
in efforts aimed to help prevent substance abuse and also in treat- 
ing mental illness. I authored two significant pieces of legislation 
in this area in Congress — the reauthorization of the Safe and Drug- 
Free Schools Act and the Mental Health Courts bill. 

(l) 
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During this session of Congress, I have introduced the Mentally 
111 Offender Treatment and Crime Reduction Act as well as the 
Communities Combating College Drinking and Drug Use Act. 

In addition to these bills, I look forward to working on the reau- 
thorization of SAMHSA with the other members of this committee 
and of course with Senator Kennedy. 

The Substance Abuse and Mental Health Services Administra- 
tion serves a vital role in this country’s public health system. Es- 
tablished in 1992, SAMHSA is the primary Government agency re- 
sponsible for substance abuse and mental health prevention and 
treatment services. 

At today’s hearing and at future hearings, I look forward to hear- 
ing from the experts as to how the programs are working, if there 
are any problems, and what recommendations they may have for 
reauthorization. I am pleased to move ahead on these issues and 
to be working with all the committee members in this endeavor, 
and I thank all of you for being here. 

Senator Reed? 

Opening Statement of Senator Reed 

Senator Reed. Thank you very much, Mr. Chairman. 

First, let me congratulate you for being not only instrumental in 
organizing this new subcommittee but for all of your work on these 
issues. I know how passionately and how effectively you advocate 
for so many things but particularly those issues under the jurisdic- 
tion of this subcommittee. 

Let me also welcome Mr. Curie and commend him for his wis- 
dom, foresight, and brilliance in recommending and appointing 
Kathryn Power as the new director of the Center for Mental Health 
Services, a truly remarkable recognition that in Rhode Island, we 
have the very best director of the Department of Mental Health, 
Retardation, and Hospitals in the country. Kathryn is someone 
whom I have had the pleasure of working with for more than a dec- 
ade. She has served administrations of both parties. She has done 
it with great professionalism. She has really led the way in inte- 
grating mental health and substance abuse services for people with 
co-occurring disorders, and she is going to be a great leader at the 
Center for Mental Health Services. And then, when she puts on her 
Navy uniform and orders you around, Mr. Curie, you will appre- 
ciate the full power that she commands. 

[Laughter.] 

I was pleased to be part of the last SAMHSA reauthorization in 
1999, and these are incredibly important issues, and I look forward 
as the chairman does to your advice as we go forward. 

One of the critical issues is really capacity. At the State level, we 
see a huge surge of people with real problems and real needs, and 
we do not have the resources, either institutionally or in the neigh- 
borhood settings, to deal effectively. And we all recognize and say 
repeatedly that early intervention, be it a mental health issue or 
a substance abuse issue, and rapid response is the only way to do 
it, the most cost-effective way to do it, and yet we still find our- 
selves telling people to wait, with people juggling different locations 
and times to get into treatment. That is something that I think we 
have to deal with seriously. 
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Again, I look forward to the hearing, and I am just so pleased 
that Chairman DeWine has called it and will be leading this sub- 
committee. 

Thank you. 

Senator DeWine. Senator Reed, thank you very much. 

At this time I submit for the record the prepared statements of 
Senator Frist and Senator Kennedy. 

[The prepared statement of Senator Frist follows:] 

Prepared Statement of Senator Frist 

I would like to recognize Chairman DeWine for calling today’s 
important hearing to examine issues related to mental health and 
substance abuse. I commend him for his efforts to reauthorize the 
Substance Abuse Mental Health Services Administration 
(SAMHSA), and look forward to working with him in this effort. 

Earlier this year, President Bush highlighted the importance of 
drug addiction prevention and treatment as an important priority 
for the nation. I share this belief, and this committee has worked 
in a bipartisan manner on these issues in the past. 

In the 106th Congress, I had the opportunity to work with Sen- 
ator Kennedy and other members of this committee to reauthorize 
SAMHSA as part of the Youth Drug and Mental Health Services 
Act. The ‘Youth Drug” Act was a comprehensive attempt to ad- 
dress the tragedy of drug use affecting our children. According to 
the 2001 National Household Survey on Drug Abuse, almost 5 mil- 
lion youths aged 12 to 17 (21 percent) had used an illicit drug in 
the past year and about 10.1 million persons aged 12 to 20 used 
alcohol in the past month. More than 6 million children lived with 
at least one parent who abused or was dependent on alcohol or an 
illicit drug. 

These challenges are particularly prevalent among minorities. In 
2000, Hispanic females aged 12 to 17 were at higher risk for sui- 
cide than other youths. Only 32 percent of Hispanic young women 
and girls at risk for suicide during the past year, however, received 
mental health treatment during this same time period. 

There are many factors for this increase in youth substance 
abuse. As a father, I am particularly concerned with a decline in 
the disapproval of drug use and in the perception of the risk of 
drug use among our youth. 

To help address this problem, the “Youth Drug” bill placed a re- 
newed focus on youth and adolescent substance abuse and mental 
health services, while providing greater flexibility for States and 
new accountability in the use of hinds based on performance. An- 
other important goal of this effort was to allow faith-based addic- 
tion treatment and prevention programs to be eligible for Federal 
funds through “charitable-choice” provisions. These efforts have 
helped SAMHSA more efficiently carry out its goals of promoting 
accountability, enhancing capacity, and assuring effectiveness of its 
substance abuse and mental health treatment and prevention pro- 
grams. 

However, much remains to be done. There are nearly 44 million 
Americans affected by mental illness and nearly 17 million Ameri- 
cans with substance abuse and addiction problems. Unfortunately, 
most of these people are not receiving the treatment they need. In 
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fact, last year less that one-half of Americans suffering from men- 
tal illness and less than twenty percent of Americans with sub- 
stance abuse or addiction problems received treatment. 

But these problems are particularly acute for the seven to ten 
million individuals with co-occurring disorders (who have at least 
one mental disorder as well as an alcohol or drug use disorder). 
These individuals experience particular difficulties in diagnostic 
and treatment services, although these disorders are often treat- 
able when they present as individual chronic illnesses. 

These statistics underscore the importance of reauthorizing the 
Substance Abuse and Mental Health Services Administration. To- 
day’s hearing represents the beginning of that important process. 
I once again commend the Chairman for calling today’s hearing 
and look forward to working with him, with the Members of the 
Subcommittee and Committee, and with today’s witnesses in this 
important endeavor. 

[The prepared statement of Senator Kennedy follows:] 

Prepared Statement of Senator Kennedy 

I commend Senator DeWine for calling this hearing and for his 
leadership in creating the Subcommittee on Substance Abuse and 
Mental Health. 

I’m pleased that our first hearing on the Reauthorization of 
SAMHSA — the Substance Abuse and Mental Health Services Ad- 
ministration — focuses on treatment and prevention services for in- 
dividuals who are mentally ill or suffering from substance abuse. 

I join in welcoming Charles Curie, the Administrator of 
SAMHSA, and I commend him for his long track record of innova- 
tion and treating individuals with addictions and mental illness 
with dignity. I look forward to working closely with him as we re- 
view the agency’s mission and reauthorize its programs. 

Three years ago, Congress passed the Youth Drug and Mental 
Health Services Act, which reauthorized SAMHSA. The bill was de- 
veloped with Senator Frist in the aftermath of the Columbine trag- 
edy and directly addressed the problem of violence in children’s 
lives. It created community partnerships in law enforcement, edu- 
cational support, and mental health and substance abuse programs 
to provide a comprehensive response to violence. National and re- 
gional centers of excellence were established to deal with the psy- 
chological problems resulting from suffering or witnessing a trau- 
matic event, such as community violence or school violence. These 
supports became even more important as the nation struggled with 
the aftermath of September 11th. 

Other initiatives have been less successful. With Senator Domen- 
ici, we added programs to address the needs of adults and children 
who were suffering from a lack of access to needed treatment, such 
as a program to establish response teams and designate centers to 
provide emergency mental health treatment for patients. Unfortu- 
nately, these programs have not received the resources needed to 
get them off the ground. A program to coordinate child welfare 
services and mental health services has not been funded. We know 
that budgets are tight, but I hope we can work together to redirect 
resources to these important programs. 
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We’re so proud of SAMHSA’s work in reducing discrimination 
against the mentally ill and those who suffer from addiction. 
Through research and treatment, we have been able to give them 
dignity and help them to improve their lives. 

Another issue that divides us is the question of whether religious 
organizations receiving Federal funds can engage in job discrimina- 
tion. I strongly support the mission of faith-based organizations 
and their exemplary role in providing services to people in need. 
But I have worked for many years to end discrimination and pro- 
mote the separation of church and State, and I oppose the use of 
Federal funds for job discrimination and proselytizing for religions. 

In October we will celebrate the fortieth anniversary of the day 
the Mental Retardation Facilities and Community Mental Health 
Centers Construction Act was signed into law by President Ken- 
nedy. That legislation brought dignity to the mentally ill by assist- 
ing them and enabling them to move out of mental institutions and 
into their communities. The need today is to strengthen the re- 
sources of our communities so that persons living with mental ill- 
ness can be successful, contributing members of society. 

I look forward to working with my colleague to reauthorize 
SAMHSA in ways that make it stronger and more supportive of 
these important community investments in children and adults 
with mental illness. 

Senator DeWine. Charles Curie joins us today as the adminis- 
trator of SAMHSA. He has over 25 years of professional experience 
in the mental health and substance abuse field. Prior to his con- 
firmation as the administrator in October of 2001, he was deputy 
secretary for mental health and substance abuse services for the 
Department of Public Welfare in Pennsylvania. Before his service 
in the Ridge administration, he served as president and CEO of the 
Helen Stevens Community Mental Health Center in Carlisle Penn- 
sylvania and executive director and CEO of the Sandusky Valley 
Center in Tiffin, OH. He is a native of Indiana, holding an under- 
graduate degree from Huntington College, a master’s degree from 
the University of Chicago School of Social Service Administration 
and is certified by the Academy of Certified Social Workers. 

We thank you very much for being with us, and we look forward 
to your testimony, Mr. Curie. You may proceed. 

STATEMENT OF CHARLES G. CURIE, ADMINISTRATOR, SUB- 
STANCE ABUSE AND MENTAL HEALTH SERVICES ADMINIS- 
TRATION, U.S. DEPARTMENT OF HEALTH AND HUMAN SERV- 
ICES 

Mr. Curie. Thank you, Mr. Chairman, and thank you Senator 
Reed. It is a privilege to be sharing with you this morning. I want 
to thank you for the opportunity to present and your invitation to 
consider the reauthorization of the Substance Abuse and Mental 
Health Services Administration. 

At this time, I would also like to request that my written testi- 
mony be submitted for the record. 

At the outset, first of all, I did spend 10 years as a Buckeye in 
Ohio. 

Senator DeWine. I noted that; thank you. 
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Mr. Curie. I was a native Hoosier. I always say I grew up profes- 
sionally in Ohio and grew old in Pennsylvania, and now we will see 
what happens in the current position. 

Senator Reed. You could retire to Rhode Island. 

Mr. Curie. Yes — that could be a good plan. 

At the outset, I would like to introduce you to three members of 
SAMHSA’s executive leadership team who are with me today. First 
is Dr. H. Wesley Clark, the director of SAMHSA’s Center for Sub- 
stance Abuse Treatment; also, Ms. Beverly Watts Davis, the direc- 
tor of SAMHSA’s Center for Substance Abuse Treatment; and fi- 
nally, Mr. James Stone, who is SAMHSA’s deputy administrator 
just coming to us in his second week, having been commissioner of 
mental health in New York until about 2 weeks ago. Ms. Gail 
Hutchings, who is acting director of SAMHSA’s Center for Mental 
Health Services, is unable to be here today, but she is probably 
only second to me in terms of being thrilled that Kathryn Power 
did say yes to becoming director for the Center for Mental Health 
Services, and I would support everything you said, Senator, about 
Ms. Power. 

I would also like to take a moment to thank the leaders in the 
substance abuse and mental health services field who are in at- 
tendance today and will testify before the subcommittee. 

Let me begin with a story the President used when he launched 
the New Freedom Commission on Mental Health. It illustrates 
what happens to people all too often in the mental health or sub- 
stance abuse systems if they get into one of the service systems at 
all. 

A 14-year-old boy started experimenting with drugs to ease his 
severe depression. This former honor student became a drug addict, 
dropped out of school, was incarcerated six times in 16 years. Only 
when he was 30 years old did the doctors finally diagnose his con- 
dition as bipolar disorder, and he began a successful long-term 
treatment program which helped him attain and sustain recovery. 

I tell you this story because this tragedy is preventable. This 
young man needlessly lost 16 years of his life, which at the same 
time cost the taxpayers countless dollars. 

I tell you this story because today, effective prevention, early 
intervention and treatment for mental and substance abuse dis- 
orders are available, and recovery is possible. For example, after a 
review of almost 800 programs, we identified 50 model substance 
abuse prevention programs. On the average, these model programs 
produced a 25 percent reduction in substance use by program par- 
ticipants. We are working to ensure that effective prevention pro- 
grams are used in communities nationwide through the develop- 
ment of a strategic prevention framework. 

We have shown that substance abuse treatment can yield a 50 
percent reduction in drug use 1 year after treatment, accompanied 
by improved job prospects, increased incomes, and better physical 
and mental health. After treatment, clients are less likely to be 
homeless or to be involved in criminal activity or risky sexual be- 
haviors. 

Our President clearly understands that treatment works and re- 
covery is real. As you know, in his State of the Union Address, he 
proposed a new substance abuse treatment initiative called Access 
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to Recovery. This new initiative will provide people seeking drug 
and alcohol treatment vouchers to pay for a range of appropriate 
community-based services. As the President said in his speech, our 
Nation is blessed with recovery programs that do amazing work. 
Now we must connect people in need with people who provide the 
services. 

We face the same challenge in our mental health programs as 
SAMHSA. Our Children’s Mental Health Program has produced re- 
sults, including increased functional ability, increasing school at- 
tendance and grades, and reducing contacts with the juvenile jus- 
tice system. And we are embarking on a national project to pro- 
mote the widespread adoption of six evidence-based practices, 
treatments that have consistently been proven to generate positive 
outcomes for adults with serious mental illness. 

It is clear that investments in substance abuse and mental ill- 
ness prevention, early intervention and treatment pay off in big 
ways — that is, if we can get the services to those who need them. 

Much work lies ahead as we continue to bring scientific discov- 
eries to community-based services. To guide our work at SAMHSA, 
we have reinforced our statutory mission to focus on services. In- 
stead of the old philosophy of “Let a thousand flowers bloom,” we 
are now nurturing a few sturdy redwoods. We have renewed and 
more sharply focused SAMHSA’s mission and vision, aligning them 
with both HHS goals and the White House. 

In keeping with the President’s New Freedom Initiative, 
SAMHSA’s vision is to promote a life in the community for every- 
one. When someone says “You need to get a life,” you know what 
that means; that is what we need to be about with the people we 
serve. We are working to achieve that vision through our mission, 
which is building resilience and facilitating recovery. 

To accomplish our mission, we have aligned our resources, staff, 
and dollars with core priority areas identified in our matrix of pro- 
gram priorities and cross-cutting principles. We have also taken 
steps to expand our partnership with NIH to produce a comprehen- 
sive science-to-services agenda that can help reduce the time be- 
tween discovery of an effective treatment or intervention and its 
adoption in community-based care. 

Today, the Institute of Medicine tells us it can take up to 20 
years for that to happen. With the near doubling of the NIH budget 
driving even more clinical research and development, that gap may 
grow still greater unless a fundamental change occurs in how sci- 
entific advances are incorporated in community care. 

I believe our program priority matrix and renewed focus on our 
services mission and the development of a comprehensive data 
strategy that helps us measure and manage program performance 
will help us accomplish and realize our vision. That vision is to 
help ensure people of all ages with or at risk for mental and addict- 
ive disorders have the opportunity for recovery and a fulfilling life 
in their community, including a job, a home, and meaningful per- 
sonal relationships. 

Thank you, and I look forward to your questions. 

[The prepared statement of Mr. Curie follows:] 



8 


Prepared Statement of Charles G. Curie, M.A., A.C.S.W. 

Introduction 

Mr. Chairman and Members of the Subcommittee, I am honored to present to you 
the vision, mission, and programs of the Substance Abuse and Mental Health Serv- 
ices Administration (SAMHSA or the Agency). Our mission, as envisioned by Con- 
gress when SAMHSA was created, is to “fully develop the Federal Government’s 
ability to target effectively substance abuse and mental health services to the people 
most in need and to translate research in these areas more effectively and more rap- 
idly into the general health care system.” 

Over the years, SAMHSA and its three Centers, the Center for Substance Abuse 
Prevention, the Center for Substance Abuse Treatment and the Center for Mental 
Health Services, have worked with State and local governments, consumers, fami- 
lies, service providers, professional organizations, our colleagues in HHS, the Office 
of National Drug Control Policy, and Congress to achieve its mission. 

The Agency’s work has shown prevention, early intervention, and treatment for 
mental and substance use disorders pay off in terms of reduced HIV/AIDS, crime, 
violence, suicide, homelessness, injuries, and health care costs, and increased pro- 
ductivity, employment, and community participation. Data confirms that the human 
and economic cost is much lower when we prevent or intervene early with the best 
research-based tools available. 

During my first year at SAMHSA, I led the Agency through a critical self-assess- 
ment of how it has met its statutory mandate during its first 10 years. Based on 
that assessment, we identified efficiencies, ways to strengthen our overall effective- 
ness, increase our capacity, and enhance our accountability both to you and to the 
populations this Agency has a responsibility to serve. 

I also found that like many organizations, as SAMHSA continued to grow, “mis- 
sion creep” had set in. The Agency’s initial focus on increasing access to services 
and using research findings to improve the quality of services available had lost 
clarity. Increasingly, staff and resources were devoted to the important work of serv- 
ices research what SAMHSA called “knowledge development.” And, the operating 
principle had become let a thousand flowers bloom. 

Today, consistent with Health and Human Services (HHS) Secretary Tommy G. 
Thompson’s leadership and vision, we are nurturing a few sturdy redwoods. We 
have renewed and more sharply focused SAMHSA’s mission and vision, aligning 
them both with HHS goals and President Bush’s New Freedom Initiative and man- 
agement agenda. In keeping with the New Freedom Initiative, SAMHSA’s vision is 
“a life in the community for everyone.” 

Working together with the States, national and local community-based and faith- 
based organizations, and public and private sector providers, we are working to en- 
sure that people with or at risk for a mental or addictive disorder have an oppor- 
tunity for a fulfilling life, a life that is rich and rewarding, that includes a job, a 
home, and meaningful relationships with family and friends. 

We have defined a “rewarding life” not by what it might mean to the people who 
work at SAMHSA, but through talking to people in recovery. People in recovery do 
not say that they need a primary care physician or a caseworker to follow them 
around. They do not say they need a psychiatrist, an addictions counselor, or even 
a social worker. They say they need a job, a home, and meaningful personal rela- 
tionships. They want a life, a real life with all of its rewards. 

We are working to achieve that vision through a mission that fulfills our mandate 
from Congress and focuses our attention on the outcomes we are seeking: to build 
resilience and facilitate recovery for people with or at risk for substance abuse and 
mental illness. 

To ensure that all SAMHSA programs are science-based, results-oriented, and 
aligned with the Agency’s vision and mission, I initiated a strategic planning proc- 
ess that guides our decision making in planning, policy, communications, budget, 
and programs. The process is designed around three core objectives — Accountability, 
Capacity, and Effectiveness or, in short, ACE! 

To guide our work and to keep our vision and mission real, we have created a 
Matrix of agency priorities and principles to guide program development and re- 
source allocation. We have provided you with a copy of the Matrix. The Matrix is 
a visual depiction of our priorities and principles, among them: co-occurring mental 
and substance abuse disorders, seclusion and restraint, substance abuse treatment 
capacity, prevention and early intervention, transforming mental health care, crimi- 
nal justice, children and families, aging, homelessness, disaster response, and HIV/ 
AIDS. The Matrix was created to be a flexible management tool and it will adjust 
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with the needs of the field and of the people we serve as time passes and new trends 
emerge. 

With a fiscal year 2003 budget of just under $3.2 billion, SAMHSA’s program dol- 
lars support formula grant programs, primarily the Substance Abuse Prevention 
and Treatment Block Grant and the Community Mental Health Services Block 
Grant, a portfolio of discretionary grants, and three major national surveys on sub- 
stance use. In the interest of time, rather than discuss each of our program areas, 
I want to focus on three most central to our mission and vision. 

BUILDING SUBSTANCE ABUSE TREATMENT CAPACITY 

The Substance Abuse Prevention and Treatment Block Grant, with its required 
maintenance of effort, supports and maintains the basic treatment infrastructure 
that exists in the Nation. Targeted Capacity Expansion (TCE) grants address new 
and emerging substance abuse trends. By focusing on local needs, these grants pro- 
vide the flexibility and agility to meet treatment and treatment system needs in the 
most relevant way. In the current fiscal year, we have developed a new State TCE 
program that includes a focus on screening and both early and brief interventions. 
This focus will help expand the continuum of care available in States. 

Together, both the Block Grant and TCE programs have made strides in expand- 
ing our capacity for substance abuse treatment. They are necessary; they are effec- 
tive; but alone, they have not yet proven to be sufficient. Our National Household 
Survey on Drug Abuse found that in 2001, 5 million of the 6.1 million people need- 
ing treatment for an illicit drug problem never got help. Of the 5 million, only 
377,000 reported that they felt they needed treatment for their drug problem. In 
fact, 101,000 people who knew that they needed treatment sought help but were un- 
able to find care. 

President Bush emphasized this very point in his January 2003 State of the 
Union Address when he said, “Too many Americans in search of treatment cannot 
get it.” He reaffirmed his commitment to expand the Nation’s substance abuse treat- 
ment capacity by proposing Access to Recovery, a $600-million program to help an 
additional 300,000 Americans receive treatment over the next 3 years. The first 
$200 million installment is included in the President’s proposed fiscal year 2004 
budget for SAMHSA under current legislative authorities. 

The President’s substance abuse treatment initiative, Access to Recovery, will use 
vouchers to purchase substance abuse treatment and support services. It enables us 
to achieve key objectives identified by substance abuse treatment administrators 
and providers, legislators and policy makers, and people in recovery and their fami- 
lies as critical to moving the substance abuse treatment field forward. 

First, it acknowledges that there are many pathways to recovery. Using vouchers, 
individuals, for the first time, will be empowered to choose the provider who best 
meets their needs, whether the setting is nonprofit, proprietary, community-based, 
or faith-based. The voucher mechanism allows recovery to be pursued in an individ- 
ualized way, providing consumer choice, the epitome of accountability. 

Second, it will reward performance by offering financial incentives for providers 
who produce results. Outcomes that demonstrate patient success — measures of re- 
covery — such as cessation of drug or alcohol use, no involvement with the criminal 
justice system, securing employment, social supports, living situations, access to 
care, and retention in care will determine reimbursement. 

Third, it will increase treatment capacity by expanding access to treatment and 
the array of support services that are critical to recovery. The initial $200 million 
investment is expected to result in treatment availability for an additional 100,000 
people per year. 

This initiative, coupled with SAMHSA’s ongoing programs to build treatment ca- 
pacity, can help create profound change in the delivery and accountability of sub- 
stance abuse treatment services that can help make a difference in the lives of mil- 
lions of Americans. 

The Senate fiscal year 2004 Labor, Health and Human Services, and Education 
Appropriations Committee bill provides no funding for this initiative. We strongly 
urge the Senate to appropriate the full $200 million requested for this critical activ- 
ity and would appreciate any help you can provide. 

We are confident that States are prepared to successfully implement this program 
at the $200 million level. We are working aggressively to prepare States for this ini- 
tiative and work through implementation issues related to assessments, accredita- 
tion, administrative expenses, and other key areas. 
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prevention/early intervention 

To help achieve the goal of the President’s National Drug Control Policy to reduce 
illegal drug use by young people and adults by 25 present each within 5 years, 
SAMHSA is reengineering its approach to substance abuse prevention. Over the 
years, SAMHSA’s work has shown that substance abuse prevention can be incred- 
ibly effective, if it is done right. 

Prevention not only can reduce the numbers of individuals who become dependent 
on substances of abuse, but also it can deter substance abuse in the first place. It 
can pay off not only in terms of health care costs, but also in terms of crime and 
violence, homelessness, and joblessness. It also can help us enhance treatment ca- 
pacity by simply reducing the absolute numbers of people who are abusing or de- 
pendent on illicit drugs. 

We have growing evidence that tells us which models of prevention work well, 
which promising models need further evaluation, and which models lack any strong 
evidence of effectiveness. We do not need to re-invent that knowledge. We need to 
apply what we know. We need to ensure that our dollars support known effective 
prevention programs, programs built on a solid evidence base of ongoing research. 

To that end, over the past year, SAMHSA has been working to create a strategic 
framework for prevention, built on both science-based theory and evidence-based 
practices. We know from ongoing evaluation of our programs that to succeed, pre- 
vention programs must be built at the level of families and communities and must 
engage individuals, families, and entire communities. 

SAMHSA’s State Incentive Grants (SIG) for Community -based Action are a step- 
ping-off point to achieve that end. It forms the foundation on which our strategic 
prevention framework rests. The SIG program provides funds to the Governors’ of- 
fices of individual States and territories. It also is based on those prevention prac- 
tices that we know are effective. It enables Governors to develop a coordinated ap- 
proach to prevention and to determine where and what the greatest needs are. At 
least 85 percent of funds are then directed by the Governor to community-level pre- 
vention programs. 

Last year, the SIG program provided resources to over 2,700 community-based 
and faith-based organizations, community anti-drug partnerships and coalitions, 
local governments, schools, and school districts. It has promoted the development of 
thoughtfully crafted, evidence-based State-community partnerships and strategies 
that enable communities to work on their own greatest challenges in substance 
abuse prevention. 

Most of the community programs have adopted science-based substance abuse 
prevention strategies, many of which have been evaluated and endorsed by 
SAMHSA as effective models. These model programs, listed in our National Registry 
of Effective Prevention Programs, yield on average a 25 percent reduction in sub- 
stance use by program participants. 

Our strategic prevention framework sets into place a step-by-step process that em- 
powers communities to identify risk and protective factors for substance abuse in 
their communities and to implement the best and most effective prevention efforts 
for their specific needs. Critically, the framework includes feedback to ensure ac- 
countability and effectiveness of our program efforts. 

TRANSFORMING MENTAL HEALTH CARE 

SAMHSA’s vision and mission of a life in the community for everyone is a direct 
outgrowth of the President’s New Freedom Initiative. That same vision and mission 
guides our efforts to help ensure that people with mental illness have access to ef- 
fective and appropriate, community-based mental health services that can help 
them become or remain engaged participants in the life of their communities. 

Consistent with other areas of SAMHSA’s programming, accountability, capacity, 
and effectiveness are central to our mental health services discretionary and for- 
mula grant programs and activities. Three of those programs are the Projects for 
Assistance in Transition from Homelessness, the Children’s Mental Health Services 
Program, and the Community Mental Health Services Block Grant. 

The Projects for Assistance in Transition from Homelessness (PATH) program 
continues to generate positive results by bringing an estimated 147,000 homeless 
people into treatment for mental disorders and substance abuse, as well as provid- 
ing referrals for housing. PATH gives States flexibility in designing their programs, 
but helps ensure efficiency by requiring States to match funds with one dollar for 
every three dollars received in Federal funds. In recent years, State and local sup- 
port has been more than double the sums required by the match. Over its history, 
the program has continued to exceed its targets for reaching this often difficult to 
serve population. 
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The Children’s Mental Health Services Program builds community-based systems 
of care for children with serious emotional disturbances (SED) and their families. 
The program supports services for almost 17,000 children and adolescents with SED 
and their families. It creates a web of services, linking school, family, juvenile jus- 
tice, and mental health and other health care together to provide an integrated ap- 
proach to meeting the highly individualized needs of children with SED and their 
families. Outcome data continue to show that this integration decreases use of inpa- 
tient care, increases school attendance and performance, and decreases contacts 
with the juvenile justice system. Several States have adopted statutes mandating 
this kind of approach to treatment for children with SED, but the value of a similar 
approach for other populations of individuals with serious mental illnesses cannot 
be discounted, either. 

The Community Mental Health Services Block Grant program provides funds to 
the States to provide comprehensive community mental health services to adults 
with serious mental illness and children with SED. The program’s overall goal is 
to move care for these adults and children from costly and restrictive inpatient hos- 
pital care to the community. The Block Grant is funded at $437 million this fiscal 
year, or about 2.5 percent of State expenditures on mental health services. 

As you may know, the President’s New Freedom Commission on Mental Health 
has completed its work, and its final report to the President is expected soon. Once 
the final report is submitted to the President, the Administration will evaluate the 
report and its recommendations. 

As a result, we expect there may ultimately be some far-reaching implications for 
SAMHSA’s mental health programs. We look forward to working with the Congress 
to implement the steps needed to improve the mental health service delivery system 
in America. 


NATIONAL SURVEYS 

Another area of SAMHSA responsibility is to inform the President, the Congress, 
the substance abuse prevention and treatment and mental health service fields, and 
the American public on the status of substance use and treatment services in the 
Nation. One of those measures is provided by our National Household Survey on 
Drug Abuse. The National Household Survey provides national and comparable 
State-level estimates of substance use, abuse, and dependence. It also provides an 
ongoing source of nationally representative information on mental health and access 
to mental health services. The analysis of trends over time from the survey, alone 
and in combination with other data sources, provides an invaluable tool to measure 
outcomes of the National Drug Control Strategy and to report our progress to Con- 
gress. 

Two other major national survey’s conducted by SAMHSA include the Drug Abuse 
Warning Network (DAWN) and the Drug and Alcohol Services Information System 
(DASIS). The DAWN obtains information on drug-related admissions to emergency 
departments and drug-related deaths identified by medical examiners. The DASIS 
consists of three data sets developed with State governments. These data collection 
efforts provide national and State-level information on the substance abuse treat- 
ment system. 


IMPROVED MANAGEMENT OF SAMHSA RESOURCES 

SAMHSA is working to develop an overall data strategy and to shift the block 
grants to performance partnership grants. With regard to Performance Partnership 
Grants, or PPGs, SAMHSA has been working on this for sometime, and I am 
pleased to say our plans for transforming the block grants will be submitted to you 
very soon as we prepare to send a report to Congress, as requested, on these plans. 

Currently, SAMHSA and the States have agreed on performance measures. We 
have identified the core measures on which all States will report. We are working 
to revise the fiscal year 2005 block grant applications to include performance data 
collection. Given that the PPGs comprise almost 80 percent of SAMHSA’s budget, 
we are working to align the PPG performance measures with the Access to Recovery 
initiative and with potential recommendations of the President’s New Freedom 
Commission on Mental Health. 

Through both the Access to Recovery initiative and the PPGs, we have identified 
seven domains for specific data needed to capture the concept of recovery and deter- 
mine the effectiveness of our programs. As I mentioned before, these include: drug 
or alcohol use, involvement with the criminal justice system, securing employment, 
social supports, living situations, access to care, and retention in care. These do- 
mains, when finalized through the PPG performance measures and the work we are 
doing on Access to Recovery, will likely become the same ones used across all of our 
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programs. It just makes sense to use consistent measures across programs that have 
the main goal of building resilience and facilitating recovery. 

To make sure we are moving in the right direction when it comes to collecting, 
analyzing, aggregating, and ultimately turning data into action, I have set up what 
I call the “Data Strategy Workgroup.” I am determined to build a system that uses 
the health information technology we have today to help us measure and manage 
performance and in the end benefit the client which is and always should be our 
overriding goal. 

In many ways the “Data Strategy” is starting from a grassroots perspective. The 
workgroup contains key SAMHSA staff who will be looking at ways to build a collec- 
tion system that, while protecting confidentiality, will be able to capture a clear pic- 
ture of the situation and the needs and treatment status of the individual. Such in- 
formation can then be gleaned to provide a picture at the local/county level. 

That information then will be translated to create a State-level picture and com- 
bined to create a national-level picture of outcomes. Capturing and using the best 
data, especially where the PPGs and voucher program are concerned, will allow us, 
as never before, to clearly recognize outcomes as part of the quality and effective- 
ness equation. Using a limited number of domains will gather data on a handful 
of accurate measures, rather than create a sea of minimally useful data, thus trim- 
ming and reducing the reporting requirements of the States. 

Finally, SAMHSA is actively promoting a Science to Services agenda. After years 
of discussion about SAMHSA’s role in “knowledge development”, we are reinforcing 
our mission in services and in bringing evidence-based, effective products of re- 
search to community programs nationwide. We are also reinforcing the clear expec- 
tation contained in our authorizing legislation that SAMHSA and the National In- 
stitutes of Health (NIH) should collaborate to promote the study, dissemination, and 
implementation of research findings that improve the delivery and effectiveness of 
substance abuse and mental health services. As a result, we have recently taken 
steps to expand our partnership with the NIH to produce a comprehensive “Science 
to Services” agenda that is responsive to the needs of the field. We have initiated 
a dialogue with the Directors of NIH’s National Institute on Alcohol Abuse and Alco- 
holism, National Institute on Drug Abuse, and National Institute of Mental Health, 
and we have made a common commitment to this agenda. We are working to define 
and develop a “Science to Services” cycle that reduces the time between the discov- 
ery of an effective treatment or intervention and its adoption as part of community- 
based care, which the Institute of Medicine tells us today can take up to 20 years. 

CONCLUSION 

Mr. Chairman and Members of the Subcommittee, as the Administrator of 
SAMHSA, I have taken a hard look and taken steps to clarify SAMHSA’s vision and 
mission. We have set the Agency on a new course being guided by accountability, 
capacity, and effectiveness. We will continue to manage the Matrix. With the imper- 
ative of the President’s commitment to grow our substance abuse treatment capacity 
coupled with the findings of the New Freedom Mental Health Commission, and with 
your support SAMHSA, we will continue to work toward achieving a vision of a life 
in the community for everyone. 

Thank you for the opportunity to appear today. I will be pleased to answer any 
questions you may have. 

Senator DeWine. Senator Reed? 

Senator Reed. Thank you very much, Mr. Chairman. 

Thank you again, Mr. Curie, for your testimony and for your 
leadership. I believe you have assembled an extremely good team 
and look forward to working with you. 

You mentioned the President’s Access to Recovery Initiative. Part 
of that is a voucher program, which there are arguments on both 
sides, but one of the issues is how it addresses the capacity prob- 
lem. Giving an individual a voucher and then having him or her 
look in vain for a provider is difficult. And on the other side of the 
coin, unless you have a rather predictable funding stream as a pro- 
vider, you are going to get out of the business — if it is, “I have got 
to attract people, I have got to advertise,” in fact you find yourself 
doing things inefficiently. 

Can you please comment? 
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Mr. Curie. Yes, I can. I think those are excellent questions. In 
short, the voucher program indeed will increase capacity because 
on top of what is already being funded, we are talking about an ad- 
ditional $200 million in the system. 

Right now, we have two primary avenues that fund the sub- 
stance abuse and drug and alcohol treatment system in this coun- 
try. We have the Substance Abuse Prevention and Treatment Block 
Grant, which totals about $1.8 billion, and with the State match 
that is required throughout this country, $3.6 billion pretty much 
comprises that program. That has been the foundation and back- 
bone, if you will, of public drug and alcohol treatment in this coun- 
try since Medicaid, Medicare, and other public funders do not fund 
substance abuse treatment to any great extent. 

So we are working to keep that block grant very much intact. 
Again, we are working at developing performance partnership 
measures with the States to build some further accountability, but 
that will still be sustaining the foundation of the drug and alcohol 
treatment structures. 

We also have a second avenue called Targeted Capacity Expan- 
sion Grants. That totals about $320 million, and that is what I call 
our “agility factor” — in other words, as we see new and emerging 
trends emerge around the country, we are able to fund specific pro- 
grams to address those trends, and many times, we bring to a larg- 
er scale interventions which are purchased originally and funded 
by Targeted Capacity Expansion Grants. 

The Access to Recovery Program, the voucher program, is a third 
avenue, and it does put in the mix using consumer choice, but I 
think it needs to be stressed that we are looking at structured 
choice. In other words, States will be responsible for the voucher 
program as they are the block grant implementation. And again, 
we are working with the States to strengthen their role in the Tar- 
geted Capacity Expansion Grants so that at the State level, they 
can work with local communities to identify particular needs. The 
voucher program needs to be managed at that level, and we are 
asking States to credential providers, to make sure that there are 
clear and informed choices being able to be made. And speaking as 
a former provider myself, I also know that if consumers come and 
clients come with resources in hand instead of me being contained 
by perhaps a budget that is grant-funded, and I have only a limited 
number of slots, I would have every motivation to open up new 
slots with that additional funding stream. 

So we are looking for increased capacity to be one of our over- 
riding goals. 

Senator Reed. Thank you. That is a very, very appropriate re- 
sponse, and this is a serious proposal, so I think we have to ask 
serious questions. One factor in considering this proposal is that we 
are dealing with a population of people who are extremely vulner- 
able. I must confess that I have difficulties making informed 
choices about health care providers and different modes and modal- 
ities of treatment. 

To assume that anyone can make these choices unaided is, I 
think, unreasonable. And second, if you structure a program so it 
is a voucher program, but it is essentially a voucher program 
where a State official says, “You have to go to XYZ facility,” that 
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is not much different than what we have today. The difference is 
that we are adding another degree of uncertainty, in terms of who 
is the State official, what programs they are going to direct people 
to, and what are their criteria — is it what is best for their patient, 
or is it that we have got to fill a need here, and this is a program 
we like to see. Can you please explain? 

Mr. Curie. Absolutely. Once the funds are appropriated, we will 
be issuing a Request for Application to all 50 States. There will be 
a competitive process in which States need to demonstrate a capac- 
ity to be able to implement this voucher program, and in that RFA 
which we are in the process of developing, being informed by the 
field currently as well, we are going to be setting out standards by 
which the States must demonstrate that they will be giving real 
choice, that they will be structuring the choice, and it is also going 
to be based on the fact that an assessment has to take place in the 
first place by a qualified professional who will assess and deter- 
mine the extent of need being presented to them. 

So the choices that the individual will have will be within a 
range of interventions of qualified providers who can provide that 
type of services. So clearly, we are going to be expecting States to 
show us that it is going to be structured, that they have 
credentialing standards, that they are evaluating on an ongoing 
basis, that they are looking at not only outcomes in terms of 
whether people really are attaining recovery and realizing those 
outcomes around employment, lack of involvement in criminal jus- 
tice, abstinence, and stabilized living situation. If the State has 
that ongoing process, we are confident that as the program is im- 
plemented, it will become even more refined in terms of informed 
choices. 

So there are going to be standards issued in this RFA; States 
have to respond to that, but then we are going to give States appro- 
priate latitude in their implementation to make sure that where 
they are implementing the voucher program, it meets the needs of 
that State. 

Senator Reed. Thank you. 

There is another issue that will be involved in this approach, and 
that is the issue of faith-based providers. First, is it accurate to say 
that there are faith-based providers today in programs that you are 
administering? 

Mr. Curie. Yes. 

Senator Reed. And they are operating under guidelines which re- 
quire them to have a separate corporate identity from their reli- 
gious identity, and that they follow local laws with respect to civil 
rights; is that correct? 

Mr. Curie. In many situations, that is the case, and again, it 
varies from State to State what licensing requirements there are. 
But what you have just described does exist. 

Senator Reed. It does exist. It seems to me, though, that obvi- 
ously, there has been a push to say that religious entities cannot 
operate with such “restrictions,” when in fact it does work every 
day throughout the country. Flowever, through these efforts we will 
be into issues with respect to, separation of church and State, 
whether you have the right to deny employment to professionals 
because they do not agree with the creed or aspects of the creed 
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of the particular provider. And it strikes me first that that is an 
issue you are going to have to wrestle with seriously — we all are — 
but second, a model works today that is allowing participation by 
faith-based organizations through these mechanisms, and it is a 
model that I think is effective, and we might be, for reasons unre- 
lated to serving people, trying to create a different approach. 

Mr. Curie. Well, clearly, there are providers today who have a 
faith-based orientation who are licensed and are providing services 
today. We are also recognizing with Access to Recovery that there 
are many pathways to recovery and that if you have 200 people in 
recovery in this room, you will have 200 different stories of recov- 
ery, of where a person began to achieve it and attain it. And very 
much with Access to Recovery, we are looking to expand the array 
of services to assure that not only is there perhaps an initial treat- 
ment intervention but also many faith-based organizations that 
may not be licensed today may be very good a relapse prevention, 
or as people within recovery have also dealt with the spiritual di- 
mension of their lives, if they are looking at relapse, and they 
come, and they are struggling with that and are assessed, we want 
to be able to be assured that there are faith-based options that are 
appropriate, and we are looking for all providers, whether propri- 
etary, nonprofit, community-based or faith-based, they need to 
demonstrate functional outcomes in people’s lives. And I think that 
if we hold all providers accountable with that being the common 
level of accountability, we are not looking at church and State 
issues in terms of identifying effective religions, but we are looking 
to identify and purchase effective outcomes. 

So we are gearing the standards toward that. We are asking 
States to credential people appropriately. If they hang out their 
shingle and say, “I provide this kind of service,” that is a public 
safety and public health issue, and they need to be credentialed 
and licensed according to that. 

We are having discussions now with our current provider base, 
we are having discussions with faith-based providers who feel they 
have not had an opportunity necessarily to appropriately partici- 
pate in the array of services to determine what are the appropriate 
standards depending on what that provider says they do. 

Senator Reed. The chairman has been most kind, and my time 
has expired, but you are getting into one of the thorniest thickets 
of constitutional, political, and cultural values that we have in this 
country, and we should go in with our eyes open. 

If you are going to insist on credentialing, that raises real ques- 
tions of whether someone who has a religious vocation and accredi- 
tation has to be credentialed as a substance abuse professional to 
provide services. Many religions would say absolutely not. Then, on 
the other side of the coin, is someone who has a vocation and a 
theological degree automatically credentialed as a substance abuse 
professional? Others would say no — there is a different skill set 
here. 

Let us just know that we are getting into the deep woods here. 

Mr. Curie. Agreed. I think the key right now is to have ongoing 
dialogue, transparency in what the issues are, and moving ahead 
in a way which clearly reflects the laws of the land and clearly re- 
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fleets accountability, clearly reflects the fact that we want people 
to be able to make informed choices. 

Senator Reed. Thank you, Mr. Curie. You have been very re- 
sponsive. 

Mr. Curie. Thank you, Senator. 

Senator DeWine. The President’s Mental Health Commission 
will soon make its final recommendation, so first, when is their 
final report expected, and second, how will this report affect the fu- 
ture direction of the agency? 

Mr. Curie. The final report — very soon — in fact, before the end 
of this month. 

Senator DeWine. That is soon. 

Mr. Curie. Yes, it is — and I have found that for the Federal Gov- 
ernment, that is very, very soon. It will be presented before the end 
of the month, and we are very excited about this. I know the Sec- 
retary and the President are very much looking for this report to 
inform us as to how to address mental health service delivery in 
this country. And the goals that are set out in this report are going 
to parallel the goals that we are seeing reflected as well in overall 
health care transformation — for example, use of technology for self- 
care and access will be a focus. 

We also have a focus on needing early screening and interven- 
tions and how to go about addressing that, and another overall goal 
that recognizes that mental health is essential to health; it is an 
overall health care issue. 

So again, the interim report described a system that is somewhat 
fragmented, at this point very fragmented, not necessarily con- 
nected, has a nexus with criminal justice, with education. And the 
attempt in this Commission report and then the action plan that 
I anticipate will be developed that this report will inform is to ad- 
dress that fragmentation so that we have a clear, coherent policy 
around how public mental health is delivered in this country, how 
we do it effectively in partnership with the private sector, and how, 
bottom line, children with serious emotional disturbance, adults 
with serious mental illness, and their families have access and a 
pathway to care so that they are not having to learn how to navi- 
gate a system that is difficult to understand, but that the system 
is one that basically morphs to their needs. 

Senator DeWine. Well, I think we all have an obligation both on 
the legislative and certainly from the executive side to take those 
recommendations seriously, and I think we need to be judged in 6 
months, a year, or 2 years by how far we have gone in implement- 
ing them. 

Mr. Curie. Agreed. 

Senator DeWine. Unfortunately, the history in Washington is 
that we have reports and reports and reports, and they sit on 
shelves, and if one percent of a report gets implemented, it is a suc- 
cess. We need to do better than that. 

Mr. Curie. Absolutely. 

Senator DeWine. We have a lot of good people out there with a 
lot of good ideas, and I think we have a real challenge here to try 
to implement it. 

We all agree that prevention is such an important part of the 
comprehensive approach to drug and alcohol use and dealing with 
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this problem, and I must say I am troubled by the fact that the 
administration for the past 2 years has requested less funding for 
prevention programs. What is going on here? 

Mr. Curie. That is a very good question. A little bit ago, I intro- 
duced Beverly Watts Davis, who is our new director for the Center 
for Substance Abuse Prevention. She has been on board I believe 
for 6 weeks at this point. 

Senator DeWine. Welcome. 

Ms. Watts Davis. Thank you very much. 

Mr. Curie. The good news with Beverly being aboard is that she 
understands prevention programs from the ground up. And the one 
thing that I need confidence in, the Secretary needs confidence in 
as we move ahead with prevention is that we were setting the 
stage for CSAP, if it is going to be the lead Federal Agency for sub- 
stance abuse prevention, to lead by being able to articulate and 
work with the States, with the State incentive grants, to ensure 
that we are moving toward what we are calling a “strategic frame- 
work for prevention.” 

We know what works in prevention. We know the risk factors, 
and we know protective factors that go with the risk factors. And 
there are a lot of Federal programs that fund a range of prevention 
types of programs. In HHS, we have ACF, the Administration for 
Children and Families, we have the Centers for Disease Control, 
we have HRSA, we also have SAMHSA, obviously, we have Justice, 
we have Education, and other departments’ funding. 

We believe it is imperative for CSAP not to just be funding pre- 
vention program but to be garnering its efforts around providing 
the leadership and framework to give States and then communities 
the confidence that they are bringing their coalition leaders to the 
table and that those leaders then are helping to develop a plan 
based on need that is assessed, and CSAP should be facilitating 
that. 

I anticipate, and it should not be read — it does not preclude that 
we are not looking for increasing resources to CSAP as we move 
forward, but we also wanted to make sure that as we looked at 
CSAP and assessed it that we were posturing it to be able to use 
the dollars in a way that we were confident that we were not just 
funding programs without that framework. 

Senator DeWine. Well, I am not sure I understand your answer. 
I do not want to be argumentative, but I think we all agree that — 
and I am anxious to explore this with First Lady Taft, because I 
have had the opportunity to read her testimony about CSAP — we 
all agree that we want best science, and we all agree that we 
should not fund things that do not work, we all agree that we 
should fund things that do work, and we all agree that we always 
need to keep doing more and more research. I think we all agree 
on that. 

But what else are you saying? I mean, we all agree on that. 

Mr. Curie. Yes, yes. 

Senator DeWine. No one wants to fund junk; we want to fund 
good prevention. I have quite a bit of experience in this in the area 
of Drug-Free Schools. I served on the National Commission for 
Drug-Free Schools when I was in the House; I have been through 
this in both the House and the Senate as a legislator, and we have 
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seen the bad experiences of funding a lot of junk in the schools, 
and we hope that we are starting to get away from that, and we 
are funding better stuff now. 

It is the same way in the whole realm of prevention. There is a 
lot of bad stuff out there to fund, and there is good stuff out there 
to fund, and we have got to target our money toward stuff that 
works, and we have got to measure what works. 

OK. Now, having said all that, though, it still does not get away 
from the fact that you have got to fund it, and it still does not get 
away from the fact that once you identify what is good, you have 
got to put money into it, and if you do not put money into it, you 
do not get the job done. 

So what am I missing here? 

Mr. Curie. I believe that now we are positioned to have con- 
fidence in terms of requesting new funding and sustaining historic 
funding, that we can say that we are postured to make sure that 
the money goes to what works. 

In the past 2 years as we have looked at the overall budget from 
SAMHSA, we have prioritized substance abuse treatment looking 
at the guidelines in terms of resources, of where we are putting our 
dollars. So I guess I want to go on record that we are not preclud- 
ing looking at future increases in prevention as we move ahead. It 
is not a position that we do not support prevention. We agree with 
you. We want to make sure that the dollars are going in the right 
place. We need to structure CSAP, and we have been in that proc- 
ess now, to make sure it can clearly show a framework for funding 
in the future. 

Senator DeWine. OK. First of all, do not misunderstand me. I 
am not opposed — in fact I support increased funding for treatment. 
So we are on the same page there. 

Mr. Curie. Right. And these are tough decisions, too. 

Senator DeWine. I know. I understand that, I understand that. 
But I want to make sure I understand where you think you are 
with CSAP. I get the impression that you think CSAP was not 
where it should have been. 

Mr. Curie. Exactly. 

Senator DeWine. OK. CSAP was not where it should have been. 
Tell me where it was, tell me where it is now, and tell me where 
it is going to be. 

Mr. Curie. OK. My assessment is 

Senator DeWine. Because this is what we are doing with this 
committee, so let us get it. 

Mr. Curie. Oh, absolutely. 

Senator DeWine. Let me make sure I understand where the ad- 
ministration — where was CSAP, how bad was it, and why was it 
bad; where is it now, and where is it going? 

Mr. Curie. OK. What I want to say is that clearly in CSAP, 
there has been a staff there of dedicated individuals who are com- 
petent in the area of prevention. I think what has been lacking 
there is a strong, clear strategy and framework of moving the pre- 
vention field ahead, giving communities what they need to have 
confidence that they are funding programs that will work. 

In terms of initiatives within CSAP, there were a lot of different 
initiatives being funded through different divisions within the Cen- 
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ter, but they were not being tied together over what we are trying 
to accomplish in terms of outcomes being identified in the field. 

Senator DeWine. Well, were they funding junk? 

Mr. Curie. They were funding some good things, and they were 
funding some things that did not necessarily demonstrate it was 
working. So I would say 

Senator DeWine. They were funding bad things. 

Mr. Curie. They were funding some bad things, yes. 

Senator DeWine. OK. Are they funding bad things now? 

Mr. Curie. I think they are funding less bad things as we go 
along. As we look at it, we are in the process of assessing that now. 

Senator DeWine. Well, you guys are running the place. 

Mr. Curie. I would say that we have made tremendous progress 
in putting the dollars into what works. One of the programs I point 
to in CSAP that I think is excellent is the National Registry of Ef- 
fective Prevention Programs, and we have identified 50 programs 
that show excellent outcomes there that can be replicated. Those 
are the types of programs we want to put more and more of our 
dollars in as we identify them and emerging promising practices. 

And what we are doing now in CSAP in terms of where it is 
going is assuring that there is a structure in place to assess what 
is working and what is not working, to be able to jettison what is 
not working quickly and more quickly, to be able to embrace what 
is working, to bring it to scale, to give States the information they 
need to be able to bring it to scale, to give communities what they 
need to make those decisions. And since we do have a lot of Federal 
agencies funding a lot of prevention, one of CSAP’s primary respon- 
sibilities should be providing the leadership to the Nation and the 
leadership to the field in terms of how to make those wise decisions 
at the State and community level. That is where a lot of our focus 
is shifting more and more, and I think making that kind of a hall- 
mark of SAMHSA as we move ahead will be important. I do not 
think that was clear in the past, and it was very easy for SAMHSA 
to be one of many Federal programs funding a range of prevention 
programs. We want to move away from that. 

Senator DeWine. OK. 

Senator Reed? 

Senator Reed. Mr. Chairman I think Senator Murray has some 
remarks. 

Senator DeWine. Senator Murray has joined us. Thank you. 
Good morning. 

Senator Murray. Thank you, Mr. Chairman. Good morning. I ap- 
preciate the hearing and I am sorry for being late. 

Senator DeWine. You can make an opening statement or you can 
go right into questions. 

Senator Murray. Thank you. 

I will submit my statement for the record. I really appreciate 
your having the hearing. I think it is really important that we 
focus on mental health, and I know that Senator Wellstone’s long 
work on getting mental health parity is something that all of us 
still want to see happen some day, or I hope we all do. 

Mr. Curie, I do appreciate your coming today, and I am sorry I 
missed the earlier questions. I just have a few that I want to focus 
on, because I am concerned that for a long time, we have thought 
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of mental illness and substance abuse as things that only affect 
adults, and that adult-only bias has really resulted in significant 
underfunding for pediatric mental health treatment and juvenile 
mental health and substance abuse treatment. For too many young 
people, not treating them means they wind up in prison. That is 
sort of the way we slant things right now, which is not the way 
I think we should be focused. 

I know that SAMHSA has started to shift some resources to chil- 
dren’s services and treatment, but we have a long way to go, and 
I wonder if you could update us on what you are doing and what 
you see happening and some of the improved treatments and op- 
tions for children and young people. 

Mr. Curie. Thank you, Senator. I do agree with you that I think 
historically, as we look at the public mental health system, because 
its history and focus came out of treating individuals in State insti- 
tutions who were primarily adults, children’s services have lagged. 

I think that is changing. I think we do have more to do. If you 
look at our Center for Mental Health Services, we have a Systems 
of Care grant process, and at this point, I think we are funding it 
at a little more than $50 million. Systems of Care is an approach 
which brings together all child-caring systems in a community — ju- 
venile justice, education, mental health, substance abuse — to make 
sure that a child’s need is met in a comprehensive plan, because 
you are right — many times, children fall through different gaps in 
different systems, and when they fall through those gaps, some- 
times, unfortunately and inappropriately, the juvenile justice sys- 
tem ends up treating those adolescents. We want to make sure that 
that does not happen. 

The good news for our Systems of Care approach — it has been re- 
viewed by the parts process in terms of its effectiveness, and it has 
been deemed moderately effective — I think the score was 75 — and 
we are developing a plan to help improve that score, but I think 
it gives us a model for both future funding out of SAMHSA as well 
as informing CMS in terms of appropriate funding of services, and 
we are in a position to be able to work with State mental health 
authorities and Medicaid authorities to talk about these programs 
which really are bringing forth results. 

Also, we spoke about the Mental Health Commission a moment 
ago — there is going to be a strong focus there on children in terms 
of developing a mental health action plan that address prevention, 
early intervention, working with schools where the children are in 
terms of identifying. We know that if we intervene earlier, we can 
have much more positive results and perhaps avoid a chronic dis- 
ability around mental illness, and we want to bring those things 
to scale as well. 

So we have many initiatives around children’s mental health at 
this point, and I think we are poised to really work with especially 
the public financing to assure that incentive are put in the right 
place. 

Senator Murray. Do you know what any of the States are doing 
with their block grant money specifically to improve services for 
children? 

Mr. Curie. Again, with the block grant — and on the mental 
health side of things, that typically comprises about one percent of 
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a State’s mental health revenue — many States have used those dol- 
lars because they have given them more flexibility to prioritize chil- 
dren. And you find school-based programs being funded in partner- 
ship with schools 

Senator Murray. To provide personnel at schools, for example? 

Mr. Curie. Yes, there are models like that, and there are many 
States that use block grant moneys to fund those types of pro- 
grams. I think the struggle has always been — and speaking as a 
former commissioner from Pennsylvania — the programs that we 
fund have typically been on a smaller scale than we would like; we 
see it working in a lot of areas, and the challenge has always been 
how we bring to scale some of these school-based interventions. 

And again, with the block grant dollars being such a small part 
of the overall revenue, it is a matter of how can we leverage the 
block grant when we find these promising practices, also our Tar- 
geted Capacity Expansion Grants, and bring them into the main- 
stream of funding. I think that is going to be one of our biggest 
challenges coming out of the Mental Health Commission at this 
point. 

Senator Murray. I know that SAMHSA does not directly oversee 
any research, but research is another area that concerns me, that 
we focus on an adult population, and a lot of new treatments for 
mental illness do not have pediatric labels or indications. Can you 
share with us anything that you know about what is being done 
to do better research for children and mental health? 

Mr. Curie. I do know that the Institutes are looking specifically 
at children, and research around that area. In fact, I am being 
briefed within a week in terms of a science-to-services initiative 
that we initiated out of SAMHSA in collaboration with NIH, and 
both Dr. Zerhuni and I will be briefed in terms of concrete products 
that are coming out of that initiative, and children will be a par- 
ticular part. We are looking at children as well as adults as well 
as the aging population, needing to focus on those three segments 
in particular, not only in service delivery, but being informed by 
services research. 

I might add that part of what we need to be doing as well is, 
once we identify a services research agenda, we have got to think 
about how we unclog the pipeline, so to speak, of getting the find- 
ings to practice, because that lag time is way too long. So that is 
another aspect we need to be examining. 

Senator Murray. Thank you very much. I really appreciate it. 

Mr. Curie. Thank you, Senator. 

Senator Murray. Thank you, Mr. Chairman. 

[The prepared statement and questions of Senator Murray fol- 
lows:] 


Prepared Statement of Senator Murray 

Mr. Chairman, I want to thank you and the Ranking Member for 
scheduling this important hearing. 

I’m pleased that we have elevated Mental Health and Substance 
Abuse to a separate subcommittee within HELP. That’s appro- 
priate because the need to increase our focus on mental health and 
substance abuse has never been greater. 
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As we move to reauthorize the Substance Abuse and Mental 
Health Services Act, I hope we can continue to work together be- 
cause a comprehensive reauthorization bill is in all of our best in- 
terests. 

I think we can all agree that our mental health and substance 
abuse treatment infrastructure lacks any real coordination. We also 
know that the demands for services far outweigh the availability 
of effective treatment options. 

I believe this is due — in part — to the lack of Mental Health Par- 
ity in the private insurance arena. The inability to treat mental ill- 
ness the way we treat physical illness has resulted in a fragmented 
treatment structure. It has also created a shortfall in the availabil- 
ity of services. 

Mr. Chairman, we would not accept these types of shortages in 
any other healthcare field. Can you imagine a 6 month delay in 
surgery due to a lack of providers or hospitals performing surgery? 
Can you imagine being told that your child needs sinus or ortho- 
pedic surgery but there is a 6 to 9 month waiting period? 

It would be unacceptable, but that’s what many families face 
when they need mental health or substance abuse treatment serv- 
ices. 

We need to stop thinking about mental health or substance 
abuse treatment as something separate from physical health, and 
we need to pass Mental Health Parity. Not only is it the right 
thing to do, but it would be a fitting tribute to our former colleague 
Paul Wellstone. 

Questions of Senator Murray for Panel I — Dr. Charles Curie, 
Administrator, SAMHSA 

Question 1. For too long, we have thought of mental illness and substance abuse 
as things that only affect adults. This “adult only” bias has resulted in significant 
under-funding for pediatric mental health treatment and juvenile mental health and 
substance abuse treatment. Tragically, when young people don’t get the help they 
need, they fall through the cracks. 

For too many young people, prison is becoming the provider of last resort for juve- 
nile mental health and substance abuse treatment. Clearly we are failing our chil- 
dren. I know that SAMHSA has begun to shift greater resources to children services 
and treatment, but we still have a long way to go. 

I’m interested in your efforts to continue to improve services and treatment op- 
tions for children regarding mental health and substance abuse. 

I would also be interested in what the states are doing with block grant moneys 
to improve services for children and adolescents. 

Because of the “adult bias” in mental illness and substance abuse, mental health 
research involving children has also lagged behind, and the gap continues to grow. 
Many new treatments for mental illness still do not have pediatric labeling or indi- 
cations. I realize that you are not directly involved in mental health research, but 
as the Administrator of SAMHSA I know you are aware of research efforts at NIH. 

Could you provide an update on pediatric and adolescent mental health research? 

Questions of Senator Murray for Panel I and II 

Question 1. What can we do in reauthorizing SAMHSA to improve access to treat- 
ment options for children? Is it a matter of money? Or do we need to do more to 
expand the block grant? 

I know that report after report has shown that there is little coordination between 
providers and systems responsible for providing treatment and services to individ- 
uals with mental illness. 

These problems are only intensified for children. Too many children are simply 
falling through the cracks and spending their adult years in prison. 

Question 2. We are seeing significant delays in diagnosing and treating mental 
illness in rural communities. Almost every county in Washington State has been 
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designated a Mental Health Professions Shortage Area. There are simply not 
enough mental health providers to diagnosis and treat mental illness. Undiagnosed 
mental illness often results in greater physical health costs and many other social 
problems like homelessness, family violence and substance abuse. 

Question 3. What can we do to provide greater coverage in rural areas? One of 
the most promising options appears to be telehealth. 

Question 4. Can we use the reauthorization of SAMHSA to expand telehealth op- 
portunities in mental health treatment? 

I know in Washington State several demonstrations are ongoing and offer real 
promise using telehealth as a means to expand access to mental health services. 

Question 5. Can you provide any insight into the possibilities of telehealth tech- 
nology to address the major shortage of mental health providers? 

Senator DeWine. Thank you very much. It is been very good tes- 
timony, very, very helpful. You have a very big job, a very impor- 
tant job, and we look forward to working with you as we move for- 
ward on the reauthorization. 

Mr. Curie. Thank you, Mr. Chairman, and thanks for your sup- 
port. 

Senator DeWine. We appreciate it. Thank you. We will be here 
to support you. 

Let me ask the second panel to come up now as I introduce them. 

First, Hope Taft is the First Lady of Ohio. She is a tireless advo- 
cate of substance abuse prevention services. Mrs. Taft is the co- 
founder of several anti-drug organizations, including Ohio Parents 
for Drug-Free Youth and the Ohio Alcohol and Drug Policy Alli- 
ance, and is an Ohio Certified Prevention Specialist II. Mrs. Taft 
was appointed by the President to serve on the President’s Council 
on Service and Civic Participation. She serves on the National Ad- 
visory Council of the Center for Substance Abuse Treatment, the 
National Advisory Council on Alcohol Abuse and Alcoholism, and 
on the National Conference of State Legislators’ Advisory Commit- 
tee on the Treatment of Alcoholism and Drug Addiction. From 1998 
to 2003, Mrs. Taft served as a member of the President’s Commis- 
sion for Drug-Free Communities. 

Dr. Lewis Gallant is executive director of the National Associa- 
tion of State Alcohol and Drug Abuse Directors. He has served as 
executive director since November 2000. Prior to his current posi- 
tion, he served as vice president and president as well. Dr. Gallant 
came to the National Association of State Alcohol and Drug Abuse 
Directors from the Virginia Department of Mental Health, Mental 
Retardation and Substance Abuse Services, where he worked for 8 
years and where he was most recently director of the Office of Sub- 
stance Abuse Services. He also spent 20 years in active military 
service as human services manager and administrator in the U.S. 
Army Medical Department. 

Martha Knisley joins us from the District of Columbia’s Depart- 
ment of Mental Health. Ms. Knisley is the first director of the D.C. 
Department of Mental Health. She has worked for three decades as 
a mental health clinician and administrator. She directed two State 
departments of mental health — Pennsylvania and Ohio. Prior to be- 
coming director in Ohio, as deputy director, she helped build Ohio’s 
Statewide Community Mental Health System. Prior to coming to 
the District, she was a senior consultant with the Technical Assist- 
ance Collaborative created by the Robert Wood Johnson foundation 
to assist State and local governments manage their public mental 
health systems. 
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Ms. Gloria Walker, our final panelist, is joining us from Cin- 
cinnati. Ms. Walker is president and owner of GW Consulting and 
Education Services. She has taught in the Cincinnati public schools 
and served as a professor at the University of Cincinnati and 
Southern Ohio College. Ms. Walker is a member of the board of di- 
rectors of the National Alliance for the Mentally 111 and has also 
served as board president for NAMI Ohio. Ms. Walker is also a 
member of the National Association of Mental Health Planning and 
Advisory Council and the mother of a child diagnosed with schizo- 
phrenia and bipolar disorder. 

We thank all of you for taking your very valuable time to come 
here and be with us. We will start with Mrs. Taft. 

Thank you very much. We have your prepared testimony. It will 
be made a part of the record, and if each of you could confine your 
testimony to 5 minutes and summarize your testimony, we would 
appreciate it. That will give us the opportunity to ask questions. 
Mrs. Taft? 

STATEMENTS OF HOPE TAFT, FIRST LADY OF OHIO; LEWIS E. 
GALLANT, EXECUTIVE DIRECTOR, NATIONAL ASSOCIATION 
OF STATE ALCOHOL AND DRUG ABUSE DIRECTORS, INCOR- 
PORATED; MARTHA B. KNISLEY, DIRECTOR, DEPARTMENT 
OF MENTAL HEALTH, DISTRICT OF COLUMBIA, ON BEHALF 
OF THE NATIONAL ASSOCIATION OF STATE MENTAL 
HEALTH PROGRAM DIRECTORS AND THE CAMPAIGN FOR 
MENTAL HEALTH REFORM; AND GLORIA WALKER, MEMBER, 
BOARD OF DIRECTORS, NATIONAL ALLIANCE FOR THE MEN- 
TALLY ILL 

Mrs. Taft. Thank you, Chairman DeWine and Members of the 
Committee, for this opportunity to talk about substance abuse pre- 
vention in the context of the SAMHSA reauthorization. 

I bring thanks from Ohio’s alcohol and drug treatment and pre- 
vention field to you, Senator DeWine, for your outstanding commit- 
ment, dedication, and leadership in protecting and enhancing the 
Federal role of alcohol and drug prevention and treatment. 

I feel strongly that prevention has been underutilized in both 
funding and emphasis and has not reached its potential relative to 
its importance and effectiveness in reducing drug and alcohol use 
and their related human and societal costs. 

In my time before you, I would like to emphasize several point. 
First, prevention is effective; it is worth the investment. The Cen- 
ter for Substance Abuse Prevention, or CSAP, is vital to local ef- 
forts, and it should stay separate from treatment, just as the alco- 
hol and drug prevention and treatment fields should stay separate 
from the mental health field. 

My second point is that Congress can help. It can help the Na- 
tion by keeping CSAP a distinct entity. It can help the Nation by 
keeping CSAP’s funding stable and sustained. And Congress can 
help by encouraging CSAP’s current direction of building capacity, 
effectiveness, and accountability in the field and its movement to 
environmental community-based approaches. 

Finally, Congress can help by making sure that CSAP’s success 
is measured and based on what CSAP funds and can control. 
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Since the mid-1980’s, when I began my career as a certified pre- 
vention specialist working in Cincinnati, OH, I have experienced 
first-hand both the devastation that substance abuse has on fami- 
lies and communities as well as the power of effective prevention 
strategies in reducing the use of alcohol and illegal drugs. 

From 1993 to 2000, there was a 41 percent decrease in mari- 
juana use among 7th to 12th graders living in communities with 
coalitions associated with the Coalition for a Drug-Free Greater 
Cincinnati. In the same region over the same time period, where 
a substance abuse prevention coalition did not exist, there was a 
33 percent increase in marijuana use. 

As a Nation, we must make a sustained and substantial invest- 
ment in delaying the age at which American youth start to use al- 
cohol and illegal drugs. Research has found that people who begin 
drinking before the age of 15 are four times more likely to develop 
alcohol dependence than those who have their first drink at age 21 
or older. And children who first smoke marijuana under the age of 
14 are more than five times as likely to abuse drugs as adults than 
those who first use marijuana at age 18. 

One of the most important indicators of the number of people 
who will need treatment is the age of first use of marijuana. Stud- 
ies show that if we can immediately reduce the number of initiates 
into drug use by 25 percent, we can reduce the number who need 
treatment by one million people. 

Effective substance abuse prevention efforts can pay major eco- 
nomic dividends. A soon-to-be-released study called “The Cost-Ben- 
efit Estimates in Prevention Research,” by Dr. John Swisher, finds 
that the savings per dollar spent on substance abuse prevention 
can be substantial and range from $2 to $19.64, depending on how 
the costs were calculated, the outcomes indicated, and differences 
in methodologies. 

Although there is a widely-held view that the use of alcohol and 
illegal drugs is normal adolescent behavior among American youth, 
and that not much can really be done to prevent it, the latest sta- 
tistics from major surveys in both Ohio and nationally tell a dif- 
ferent story. Nationally, data show a significant downturn in youth 
drug use, with students in all grades showing a decline in preva- 
lence. These findings show that drug prevention efforts are work- 
ing. 

With drug use by our Nation’s youth dropping after almost a dec- 
ade of increases, SAMHSA’s reauthorization offers an important 
opportunity to sustain and accelerate this downward trend. There 
are ways that Congress can help keep the Nation’s prevention ef- 
forts strong and our children’s future bright through the reauthor- 
ization of SAMHSA. 

The 20 percent set-aside in the Substance Abuse Prevention and 
Treatment Block Grant is the largest funding source dedicated ex- 
clusively to substance abuse prevention in States and communities 
throughout the Nation. It is imperative that this set-aside be main- 
tained in the SAMHSA reauthorization. 

The State Incentive Grants are another important source of fund- 
ing now in 41 States, with the goal of being in all 50 States. The 
programs are aimed at filling the gaps in community prevention 
services, reducing the number of youth using drugs, and imple- 
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menting prevention approaches that are based on sound scientific 
research findings. 

If these funding sources become more stable and predictable, the 
field would be better able to build a coordinated approach of effec- 
tive prevention strategies. 

The most effective substance abuse prevention is comprehensive 
and community-wide and includes environmental strategies that 
are designed to change and strengthen norms regarding alcohol 
and drug use. The SAMHSA reauthorization needs to help refocus 
the emphasis of substance abuse prevention from mostly individual 
behavioral-based programs to comprehensive community-wide 
strategies that more effectively address youth drug and alcohol use 
as current research suggests. 

I want to thank Administrator Curie for his leadership in devel- 
oping a strategic prevention framework within SAMHSA. This 
framework focuses on a science-to-services and strategy approach 
which recognizes CSAP’s unique role as the lead Federal agency for 
substance abuse prevention. CSAP’s expertise, materials, and serv- 
ices should be utilized by other Federal agencies that deal with 
substance abuse prevention to avoid duplication of effort and to 
maximize the utilization of Federal funds in developing, delivering, 
and evaluating effective substance abuse prevention at the State 
and local levels. 

Effective substance abuse prevention needs to be data-driven, 
comprehensive, and sustained over time. CSAP should be encour- 
aged to continue to take the lead in developing, funding, and sus- 
taining a bona fide substance abuse prevention system throughout 
the Nation. This system should define and support the roles, re- 
sponsibilities, infrastructure, and capacity needed at the Federal, 
State, and local levels to increase the number of youth who do not 
use and, of those who do, increase the age of first experimentation. 

CSAP’s success should be measured on what it funds and can 
control. Local prevention efforts receive funding from a variety of 
sources. Many communities have a lot of financial resources while 
others have very few. Yet it seems like one funding source or an- 
other is blamed for the rise in alcohol or other drug use and is 
never given credit for reductions that happen in a global sense. 

It would be wonderful if Congress could encourage the hastening 
of the time when success was based on efforts over which a funding 
source had control. This subcommittee’s work is vital and will 
shape the direction of prevention and treatment efforts for many 
years to come. In fact, your decisions will shape the future of this 
country. 

New research is showing that young people who abuse alcohol 
may remember 10 percent less than their peers who do not use. 
Children are the future, and we must do everything we can to in- 
vest in keeping them the best and the brightest in the world so 
they can secure the United States’ place as a leader in the global 
knowledge economy. 

I thank you for this opportunity to speak to you, and I welcome 
questions. 

Thank you. 

Senator DeWine. Thank you very much. 

[The prepared statement of Mrs. Taft follows:] 
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Prepared Statement of Hope Taft 

Chairman DeWine, Ranking Member Kennedy, and other distinguished Commit- 
tee Members, thank you for the opportunity to testify about the importance of sub- 
stance abuse prevention in the context of SAMHSA reauthorization. Before I begin, 
I would like to take a moment to formally thank my good friend, Senator Mike 
DeWine, for his outstanding commitment, dedication and leadership in protecting 
and enhancing the F ederal role in alcohol and drug prevention and treatment. 

While I fully understand and support the importance of substance abuse treat- 
ment services, I feel strongly that prevention has been under utilized, regarding 
both funding and emphasis, and thus not reached its potential, relative to its impor- 
tance and effectiveness in reducing drug and alcohol use and their related human 
and societal costs. 

To that end, today I want to emphasize several points. The first being prevention 
is effective. It is worth the investment. The Center for Substance Abuse Prevention 
(CSAP) is vital to local efforts and it should stay separate from treatment, just as 
the alcohol and drug prevention and treatment field should stay separate from the 
mental health field. 

My second point is that Congress can help. It can help the Nation by keeping 
CSAP a distinct entity. It can help the Nation by keeping CSAP’s funding stable 
and sustained. Congress can also help by encouraging movement to environmental 
community-based approaches and by encouraging CSAP’s current direction of build- 
ing capacity, effectiveness and accountability in the field. Finally, Congress can help 
by making sure that CSAP’s success is measured based on what CSAP funds and 
can control. 

Since the mid 1980’s, when I began my career as a certified prevention specialist 
working in Cincinnati, Ohio, I have experienced first hand, both the devastation 
substance abuse has on families and communities as well as the power of effective 
prevention strategies to reduce the use of alcohol and illegal drugs. I have also seen 
the substance abuse prevention field mature from the “treatment model” phase of 
it’s infancy, to the data driven, strategic, multisector efforts, that are achieving out- 
comes in communities throughout Ohio and across the Nation. For example, there 
are greater reductions in adolescent substance use in communities with comprehen- 
sive substance abuse prevention coalitions, than in communities where these coali- 
tions do not exist. From 1993 to 2000, there was a 41 percent decrease in marijuana 
use among 7th to 12th graders, living in communities with coalitions associated 
with the Coalition for a Drug-Free Greater Cincinnati. In the same region, over the 
same time period, where a substance abuse prevention coalition did not exist, there 
was a 33 percent increase in marijuana use. 

Every new cohort of youth must have the benefit of effective substance abuse pre- 
vention. As a Nation, we must make a sustained and substantial investment in de- 
laying the age that American youth start to use alcohol and illegal drugs. Research 
confirms that early alcohol and drug use can have long-lasting and expensive con- 
sequences. Research by the National Institute on Alcohol Abuse and Alcoholism 
(NIAAA) has found that people who begin drinking before the age of 15 are four 
times more likely to develop alcohol dependence, than those who have their first 
drink at age 21 or older. According to findings from the National Household Survey, 
children who first smoke marijuana under the age of 14 are more than five times 
as likely to abuse drugs as adults, than those who first use marijuana at age 18. 

In 1999, I came across some information that convinced me we need to focus even 
more of our efforts on prevention — I read how the treatment of addictions is really 
a growth industry. By the year 2020, the need for alcohol and other drug treatment 
will increase by 57 percent. 

I also read that one of the most important indicators for the number of people 
who will need treatment in 2020 is the age of first use of marijuana. Currently, the 
age of first use of marijuana is about 13. Studies show that if we can immediately 
reduce the number of initiates into drug use by 25 percent, we can reduce the num- 
ber who need treatment by one million. There’s a real need to think about how we 
can help our young people grow up in a healthy way. 

Effective substance abuse prevention efforts can pay major economic dividends. A 
soon to be published study in the Journal of Primary Prevention on “Cost-Benefit 
Estimates in Prevention Research” by John D. Swisher, PhD. and his colleagues, 
finds that, and I quote “the savings per dollar spent on substance abuse prevention 
can be substantial and range from $2.00 to $19.64 depending on how costs were cal- 
culated, outcomes included and the differences in methodologies.” 

Although there is a widely held view that the use of alcohol and illegal drugs is 
normal adolescent behavior among American youth, and that not much can really 
be done to prevent it, the latest statistics from major surveys both in Ohio and na- 
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tionally tell a different story. The latest PRIDE survey released in Ohio last year, 
found that the use of alcohol, tobacco and illegal drugs by youth has declined sub- 
stantially over the past 3 years. For instance, illicit drug use among Ohio teens de- 
creased 21 percent since 1999, with a 16 percent decrease across the U.S. Alcohol 
use was down 16 percent, compared to a 12 percent reduction in use nationwide. 
Ohio’s student tobacco use decreased 38 percent compared to 14 percent across the 
Nation. 

Nationally, data from the most recent “Monitoring the Future” survey show a sig- 
nificant downturn in youth drug use, with students in all grades showing declines 
in prevalence. These findings show that drug prevention efforts are working. With 
drug use by our Nation’s youth dropping after almost a decade of increases, 
SAMHSA reauthorization offers an important opportunity to sustain and accelerate 
this downward trend. 

As a substance abuse prevention specialist II, a volunteer community leader, and 
as the First Lady of Ohio, CSAP has been an invaluable source for the materials, 
tools and resources I have needed. CSAP has the ability to do many things those 
of us at the local level cannot. It can bring together the best minds in the Nation 
to develop programs and strategies based on the best research and provide technical 
assistance. It can do sophisticated evaluation studies of programs and approaches 
to prevention. It can develop materials and tools that are research based and tested 
for effectiveness. I firmly believe that CSAP must not only be maintained as a dis- 
crete entity within SAMHSA, but that its role needs to be strengthened and en- 
hanced in SAMHSA reauthorization. 

There are ways Congress can help keep the Nation’s prevention efforts strong and 
our children’s future bright through the reauthorization of SAMHSA. 

Maintain CSAP’s Funding Streams Including the 20 Percent PreventionSet- 
Aside in the Block Grants, State Incentive Grants (SIG) and all Other Fund- 
ing Categories 

The 20 percent set-aside in the Substance Abuse Prevention and Treatment Block 
Grant is the largest funding source dedicated exclusively to substance abuse preven- 
tion in States and communities throughout the Nation. It is imperative that this 
set-aside be maintained in SAMHSA reauthorization. I would suggest, however, that 
States be encouraged to target more of these resources into building comprehensive, 
high quality and stable community-based infrastructures, based on the latest re- 
search. This will facilitate the consistent application of effective substance abuse 
prevention strategies, programs and activities in many more communities across the 
country. 

The State Incentive Grants are another important source of funding, now in 41 
States, with the goal of being in all 50 States. The programs funded by these grants 
serve over 5 million people and are aimed at filling the gaps in community preven- 
tion services, reducing the number of youth using drugs and implementing preven- 
tion approaches that are based on sound, scientific research findings. 

If these funding sources become more stable and predictable, the field would be 
better able to build a coordinated approach of effective prevention strategies. 

Emphasize Environmental Strategies 

The most effective substance abuse prevention is comprehensive and community- 
wide and includes environmental strategies that are designed to change or strength- 
en norms regarding alcohol and drug use. Environmental strategies involve changes 
in legislation, policy and enforcement throughout an entire community, to directly 
address youth access to drugs and alcohol as well as the consequences for use. 
SAMHSA reauthorization needs to help refocus the emphasis of substance abuse 
prevention from mostly individual, behaviorally based programs to comprehensive 
community-wide strategies that more effectively address youth drug and alcohol use. 

Emphasize Strategic Framework for Prevention 

I want to thank Administrator Curie for his leadership in developing a strategic 
prevention framework within SAMHSA. This framework focuses on a science-to- 
strategy approach, which recognizes CSAP’s unique role as the lead Federal agency 
for substance abuse prevention. CSAP’s expertise, materials, and services should be 
utilized by other Federal Agencies that deal with substance abuse prevention, such 
as the Department of Education’s Safe and Drug Free Schools and Communities 
Program. This will avoid duplication of effort and maximize the utilization of Fed- 
eral funds in developing, delivering and evaluating effective substance abuse pre- 
vention at the State and local levels so effective substance abuse prevention is 
brought to every community. 
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Emphasize Infrastructure and Capacity Development 

CSAP’s limited resources need to be focused on building and strengthening State 
and local infrastructure and capacity for implementing effective substance abuse 
prevention strategies, programs and activities. 

Effective substance abuse prevention needs to be data driven, comprehensive, and 
sustained over time. CSAP should be encouraged to continue to take the lead in de- 
veloping, funding and sustaining a bona fide substance abuse prevention system 
throughout the Nation. This system should define and support the roles, responsibil- 
ities, infrastructure and capacity needed at the Federal, State and local levels to in- 
crease the number of youth who do not use and of those who do, increase the age 
of first experimentation. 

CSAP’s Success Should Be Measured on What it Funds and can Control 

Local prevention efforts receive funding from a variety of sources including Drug 
Free Community grants from the Office of National Drug Control Policy (ONDCP), 
Safe and Drug Free School Funding from the Department of Education and State 
and local financial support of which CSAP has no control. Some communities have 
a lot of financial resources while others have very few. Yet it seems like one funding 
source or another is blamed for the rise in alcohol or other drug use and is never 
given credit for reductions that happen in the global sense. It would be wonderful 
if Congress could encourage the hastening of the time when success was based on 
efforts over which a funding source had control. 

This subcommittee’s work is vital and will shape the direction of prevention and 
treatment efforts for many years to come. In fact your decisions will shape the fu- 
ture of this country. New research is showing that young people who abuse alcohol 
may remember 10 percent less than their peers who do not use. Children are the 
future and we must do everything we can to invest in keeping them the best and 
the brightest in the world so they can secure the United States’ place as the leader 
in the global economy. 

Thank you for the opportunity to testify before your subcommittee. I would be 
happy to answer any questions you may have. 

Senator DeWine. Dr. Gallant? 

Mr. Gallant. Mr. Chairman and Members of the Subcommittee, 
I am Lewis Gallant, executive director of the National Association 
of State Alcohol and Drug Abuse Directors, or NASADAD. 

Thank you for calling this hearing and for seeking our input. 
NASADAD members are the lead officials in each State who over- 
see and manage public substance abuse prevention and treatment 
systems. We look forward to working with you and the rest of the 
committee on legislation to reauthorize SAMHSA. Along with this 
committee and my fellow panelists, I know how other partners, 
many of whom are here today, stand ready and excited to work to- 
gether on these issues. 

Mr. Chairman, I would like to commend you for your commit- 
ment to improve the lives of those who suffer from addiction. I 
would also like to recognize Senator Kennedy and thank him for 
his steadfast dedication to these issues as well. Together, you both 
have been true leaders and true friends of the field. 

Another leader is Mr. Charles Curie, administrator of SAMHSA. 
Mr. Curie is energetic, knowledgeable, and innovative, and he has 
made outreach to NASADAD a top priority. 

This is certainly an exciting time, in large part because President 
Bush has made substance abuse prevention a national priority. 
During his State of the Union Address, he told the Nation that re- 
covery is real, and treatment works. With this powerful message, 
the President has dedicated substantial resources to increasing our 
Nation’s capacity to treat those suffering from addiction. We are 
grateful for these resources and do not take for granted his per- 
sonal commitment to this issue. 



30 


I have submitted a more detailed written statement to the com- 
mittee regarding reauthorization. Today I would like to focus on a 
few key areas. 

A top concern for NASADAD is the Substance Abuse Prevention 
and Treatment Block Grant. A block grant is an efficient and effec- 
tive program that participates in maintaining a foundation for 
their respective service delivery systems. As we consider SAMHSA 
reauthorization, a top priority for NASADAD is the transition from 
the current block grant to a Performance Partnership Grant, or 
PPG. The transition is designed to provide States more flexibility 
in the use of funds while instituting a system of improved account- 
ability based on performance. 

While NASADAD supports the goals of this transition, there are 
key issues requiring attention. First, data infrastructure develop- 
ment and management are the basic ingredients for success in our 
efforts to plan for and implement the PPG. Substantial resources 
are needed to help States build systems that will collect, track, re- 
fine, manage, analyze and disseminate data in accordance with the 
anticipated new reporting and other requirements. 

In addition to resources, NASADAD is concerned with the timing 
of the transition to PPG. Some have suggested, for example, that 
performance measurement should begin as early as fiscal year 
2004. NASADAD recommends that any change in the block grant 
application, and thus the reporting and implementation of perform- 
ance measures, begin after the following prerequisites move for- 
ward: first, the consideration of a report to Congress discussing the 
transition to PPG, including the flexibility that States need, poten- 
tial obstacles to PPG, resources required, data to be collected, and 
any recommended legislative language; second, an assessment by 
the Secretary of Health and Human Services of the States’ readi- 
ness to report PPG data as required by the Children’s Health Act 
of 2000; third, the allocation of new and additional resources to as- 
sist with data, infrastructure, and other administrative costs, and 
a process whereby legislation is passed by Congress and signed by 
the President that reflects an agreement that incorporates the 
input of the NGA, NASADAD, and others. 

As my time is short, I would like to simply list two other issues 
to highlight. First, as mentioned by Mr. Curie, NASADAD views 
policies impacting those with co-occurring substance use and men- 
tal health disorders as top priorities. 

Very quickly, NASADAD would ask that policy recommendations 
flow from and be consistent with the collaborative work done by 
NASADAD and the National Association of State Mental Health 
Program Directors, who are also here today with testimony. 

Finally, NASADAD believes that State systems must be directly 
considered and involved in any SAMHSA grant program to ensure 
that resources are distributed in coordination with State planning 
processes. We believe, for example, that States should be eligible 
to apply for Targeted Expansion Capacity Grants and at the very 
least, to be signatories to all TEC applications whether or not a 
State is an applicant. 

In sum, we look forward to working with the committee, 
SAMHSA, and other stakeholders on the reauthorization legisla- 
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tion. Thank you again for seeking our input. I will be happy to an- 
swer any questions that you may have. 

Senator DeWine. Thank you, Dr. Gallant, very much. 

[The prepared statement of Mr. Gallant follows:] 

Prepared Statement of Lewis E. Gallant, Ph.D. 

Mr. Chairman, Ranking Member Kennedy, and Members of the Subcommittee, 
my name is Dr. Lewis Gallant and I am the Executive Director of the National As- 
sociation of State Alcohol and Drug Abuse Directors (NASADAD). First, I would like 
to recognize you, Mr. Chairman, for your leadership in helping millions of people 
across the country with addiction problems. The substance abuse field truly appre- 
ciates your dedication and commitment to these issues. In turn, thank you for call- 
ing this hearing to discuss the reauthorization of the Substance Abuse and Mental 
Health Services Administration (SAMHSA) — the Nation’s lead Federal agency on 
addiction and mental health. We sincerely appreciate your outreach to States and 
look forward to working closely with you and the Subcommittee. I would also like 
to recognize the Ranking Member, Senator Kennedy, for his tireless efforts to im- 
prove our Nation’s substance abuse system. Thank you for your work and valuable 
leadership. Finally, I would like to thank the other members of this Subcommittee. 
I look forward to working with you. 

President Bush: Substance Abuse Services Must Be a National Priority 

I would like to commend the President for his personal commitment to substance 
abuse issues. NASADAD is extremely grateful that President Bush identifies addic- 
tion as a top priority and is moving forward to elevate addiction treatment and pre- 
vention issues to the forefront of our national agenda. 

We do not take for granted, at all, the significance of the President’s leadership, 
and the leadership of Mr. Charles Curie, Administrator of SAMHSA, and Mr. John 
Walters, Director of the Office of National Drug Control Policy (ONDCP). We do not 
take for granted the President’s action to dedicate substantial resources to close the 
treatment gap. In particular, the President moved forward to dedicate an additional 
$1.6 billion over 5 years for substance abuse treatment. This has included signifi- 
cant increases to the Block Grant, his proposed “Access to Recovery Program,” and 
other initiatives. Indeed, this is historic. 

Nor do we underestimate the power of the bully pulpit. We are very fortunate 
that the President is using this bully pulpit — this national stage — to share with the 
American public a simple yet extremely powerful message: substance abuse preven- 
tion and treatment works. 

As the President once noted, “In this struggle, we know what works. We must ag- 
gressively and unabashedly teach our children the dangers of drugs. We must ag- 
gressively treat addiction wherever we find it. And we must aggressively enforce the 
laws against drugs at our borders and in our communities . . . America cannot pick 
and choose between these goals. All are necessary if any are to be effective.” I could 
not agree more. 

We are also pleased that the President has surrounded himself with leaders in 
his Administration who truly care about substance abuse and are working to make 
a difference. We heard today from Mr. Charles Curie, Administrator of SAMHSA. 
It has been a pleasure to work with Mr. Curie over the past few years. Adminis- 
trator Curie is an energetic, knowledgeable and innovative leader. As a former State 
official, Mr. Curie has made outreach to NASADAD a top priority. Mr. Curie has 
met with NASADAD’s Board on a number of occasions, attended our Annual Meet- 
ings, held systematic meetings with me as Executive Director, held meetings with 
our members and much, much more. Mr. Curie and his staff have worked very hard 
to listen to the concerns of States. We appreciate this outreach and believe this part- 
nership will continue to remain strong. 

I would like to acknowledge the excellent work of Tommy Thompson, Secretary 
of the Department of Health and Human Services (HHS). As a former Governor, he 
knows first hand the challenges States face in providing services to those with ad- 
diction problems. Secretary Thompson has been relentless in his promotion of help- 
ful policies related to substance abuse. 

NASADAD would also like to thank ONDCP Director John Walters for his work 
and leadership. Director Walters has been tireless in laying out a path to meet the 
President’s goals of reducing illegal drug use by 10 percent over 2 years and 25 per- 
cent over 5 years. In the process, Mr. Walters has been reminding us all to “push 
back” against those who promote drug use and experimentation as a normal part 
of life. 
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Scope of Addiction in the U.S. 

Addiction has a devastating impact on our society. SAMHSA’s 2001 National 
Household Survey on Drug Abuse (NHSDA) found that an estimated 16.6 million 
persons age 12 or older were classified with substance dependence on or abuse. The 
survey noted that of these 16.6 million persons, 2.4 million were classified with de- 
pendence or abuse of both alcohol and illicit drugs, 3.2 million were dependent or 
abuse illicit drugs but not alcohol, and 11 million were dependent on or abused alco- 
hol but not drugs. The number of persons with substance dependence or abuse in- 
creased from 14.5 million in 2000 to 16.6 million in 2001. 

Projections in drug abuse treatment need made by the NHSDA are extremely 
compelling. Specifically, the study found that if current initiation rates continue at 
the same levels we are experiencing now, demand for drug treatment will more than 
double (an increase of 57 percent) by 2020. Even if we managed to cut current initi- 
ation rates by 50 percent, demand for treatment would simply remain constant. 
Needless to say, we must work together to step up our prevention efforts. In addi- 
tion, efforts must be made to expand access to substance abuse treatment services. 

Addiction is an equal opportunity disease that does not discriminate by age, gen- 
der or race. For example, the NHSDA found that 10.8 percent of youths ages 12 to 
17 were current drug users in 2001. Another study by SAMHSA found that there 
is an “invisible epidemic” taking place among our senior citizens, where an esti- 
mated 17 percent of our seniors have a substance abuse problem. 

An acute problem is the link between substance abuse and our child welfare sys- 
tem. Research has found that 70 percent of families with a child in protective care 
struggle with addiction. 

The disease of addiction has a huge economic impact on our country. Studies have 
shown that alcohol and other drug addiction cost the Nation as much as $400 billion 
per year. These costs stem from lost job productivity, health care needs, crime, acci- 
dents, welfare and child welfare and other factors. 

But of course no statistic or gross dollar estimate can ever adequately capture the 
toll addiction takes on citizens and their families each and every day. We all know 
a friend, family member, co-worker or even celebrity impacted by substance abuse. 
As the President said, “Addiction crowds out friendship, ambition, moral conviction, 
and reduces all the richness of life to a single destructive desire.” 

Substance Abuse Treatment Works! Substance Abuse Prevention Works! 

Although we face incredible challenges, tremendous gains have been made over 
the years to help address the treatment needs of our Nation. We know, for example, 
that criminal activity decreases by as much as 80 percent when treatment is admin- 
istered. We know that infants whose mothers receive substance abuse treatment 
avoid low birth weight, premature delivery and death at rates better than the na- 
tional average. We know that welfare recipients who need addiction treatment, and 
undergo a complete treatment cycle, are more likely to get a job and earn more 
money than those who receive only minimal treatment services. Simply put — we 
know treatment works. 

We also know that prevention works. For example, we have seen that federally 
funded substance abuse programs for “high-risk youth” yield reduced rates of alco- 
hol, tobacco and marijuana use. Prevention is also cost-effective. A 2001 study by 
the Center for Substance Abuse Prevention (CSAP) estimated a savings of up to 
$20.00 for each dollar invested in prevention services. 

There is no doubt that we must constantly strive to improve our substance abuse 
system. In fact, Governors in States across the country demonstrate this commit- 
ment as they implement innovative and exciting initiatives addressing addiction. 
Legislation reauthorizing SAMHSA provides us with an excellent opportunity to 
make important improvements. With this in mind, I would like to highlight some 
key themes as we begin to examine SAMHSA reautborization. 

SAPT Block Grant: The Foundation of Our Addiction System 

The Substance Abuse Prevention and Treatment (SAPT) Block Grant is a crucial 
program that assists States in maintaining a foundation for their respective service 
delivery systems. In particular, Block Grant funds help vulnerable populations — in- 
cluding youth and pregnant and parenting women — who either have, or at risk of 
having, a substance abuse problem. Also, the Substance Abuse Block Grant creates 
and maintains linkages with other public programs to maximize the impact of avail- 
able resources. 

These linkages are vital due to the competing year-to-year pressures impacting 
State substance abuse systems. For example, States across the country are facing 
severe budget cuts due to the economy, homeland security costs related to the tragic 
events of September 11 and other issues. The National Governors’ Association 
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(NGA) and the National Association of State Budget Officers (NASBO) recently an- 
nounced the results of the latest Fiscal Survey of the States. Specifically, NGA & 
NASBO found that “37 States were forced to reduce already enacted budgets by 
nearly $14.5 billion — the largest spending cut in the history of the 27-year-old Fiscal 
Survey.” 

Recently, the Senate Appropriations Committee issued a report to accompany the 
bill funding the Departments of Labor, Health and Human Services (HHS), Edu- 
cation and Related Agencies (Senate Report 108-81). The Report noted: 

The Committee wishes to express its strong support for preserving the current block 
grant and future PPG as the foundation of our publicly funded substance abuse sys- 
tem in every State and territory in the United States. Similarly, the Committee is 
concerned with any effort that could erode the strength of the current and future 
block grant. At a time when States are facing fiscal crises, with some cutting sub- 
stance abuse services, the maintenance of treatment infrastructure and capacity at 
the local level is extremely important. 

We believe this is an important pillar to keep in mind as SAMHSA reauthoriza- 
tion is considered. 

Transition from the Current Substance Abuse Prevention and Treatment 
(SAPT) Block Grant to a Performance Partnership Grant (PPG) 

NASADAD views the transition from the current SAPT Block Grant to a Perform- 
ance Partnership Grant (PPG) as the top priority for SAMHSA reauthorization. In 
fact, we would recommend a separate hearing on this vital and very complicated 
issue. 

In general, the transition to PPG is designed to provide States more flexibility in 
the use of funds while instituting a system of improved accountability based on per- 
formance. NASADAD has been working with SAMHSA on this transition over the 
past few years. 

As part of the transition, the Children’s Health Act of 2000 required the Secretary 
of Health and Human Services (HHS) to submit a plan to Congress on issues per- 
taining to this complicated process. In particular, Public Law directed the report to 
include 

(1) a description of the flexibility States need; 

(2) performance measures that would be used for accountability; 

(3) the definitions for the data elements to be used under the plan; 

(4) obstacles to implementation of the plan; 

(5) resources needed to implement the performance partnerships; and 

(6) an implementation strategy complete with any recommended legislation. 

Federal Funding Needed for PPG Implementation — Specific Need for Data 
Management & Infrastructure Development 

While I understand that this panel is not the Appropriations Committee, I must 
touch on one aspect of the report that is due to Congress — the resources needed for 
the PPG. Data infrastructure development and management are the basic ingredi- 
ents to success in our efforts to plan for, and implement, the PPG. Although stake- 
holders have unanimously agreed that States will require fiscal and technical assist- 
ance in order to help significantly adjust, or in some cases, overhaul, their data col- 
lection systems, the development and refinement of performance measures has 
shown how much work needs to be done. 

Resources are needed to help States build the systems that will collect, track, re- 
fine, manage, analyze and disseminate accurate data in accordance with the antici- 
pated new requirements in the PPG. Funds are needed to help States evaluate cur- 
rent data collection and reporting capabilities against the many new data require- 
ments. Resources are also needed to help address the costs that States are facing 
in order to reach compliance with certain provisions in the Health Insurance Port- 
ability and Accountability Act (HIPAA). 

The implementation of the PPG is predicated on the current system of providing 
adequate and baseline funding levels to each State for substance abuse prevention 
and treatment services. 

Assessment of State Reporting Capabilities — As Called for in Public Law 
106-310 

Part C, Subpart I, Section 1971 (a) of Public Law 106-310 (SAMHSA Reauthoriza- 
tion) notes that “The Secretary will establish criteria for determining whether a 
State has a fundamental basis for the collection, analysis, and reporting of data.” 
With this in mind, NASADAD strongly believes that SAMHSA must work to help 
States determine their own unique data reporting capabilities related to the new 
and expanded requirements generated by the PPG. 
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Need for More Localized Data 

NASADAD also recommends work to re-establish an initiative consistent with the 
goals of the State Treatment Needs Assessment Program (STNAP). Similarly, we 
also support initiatives that will help assess the need for prevention services at the 
local level. While the NHSDA may provide a useful national overview, we rec- 
ommend working to identify a mutually acceptable system of measurement that 
would capture relevant data at the sub-State level. This type of data collection is 
critical in order to have better access to “real-time” information that describes 
unmet need in our States and communities. In addition, this data is also needed 
to accurately and efficiently measure our progress in reaching the President’s 2- and 
5-year goals to reduce drug use as we seek to close the treatment gap. 

A Concern With Timing of PPG Implementation 

NASADAD is extremely concerned with the timing of PPG implementation. Every 
effort should be made to begin to implement a workable system, within a reasonable 
timeframe, that is clear and efficient for the purposes of helping States with their 
substance abuse services delivery system and of course, improving the lives of the 
clients they serve. As a result, many questions will undoubtedly remain regarding 
performance measures, data elements, methodologies and other details of the PPG. 

In the Federal Register Notice (FRN) related to the PPG transition, a section on 
performance measures noted that “all States will begin submitting some of the pre- 
vention information for the fiscal year 2005 application, and all States will be able 
to submit all the data by fiscal year 2006 applications.” Further, in its discussion 
of the treatment performance measures, the FRN says, “[S]ome States will be able 
to report on the performance data in time for the fiscal year 2005 application. Other 
States will be asked for a plan of implementation on the collection and reporting 
on the data.” NASADAD remains very concerned with this portion of the FRN. 

NASADAD is also concerned with language included in the House Appropriations 
Committee Report accompanying the bill providing funding for the Departments of 
Labor, Health and Human Services (HHS), Education and Related Agencies (Report 
number 108-188). The Report notes: 

It is the Committee’s expectation that SAMHSA will begin integrating performance 
measurement into the Substance Abuse Prevention and Treatment Block Grant in 
Fiscal Year 2004 as States prepare to move to the Performance Partnership Grant. 
As data become available on the development of performance guidelines and of the 
actual performance of these programs , the Committee strongly urges SAMHSA to 
provide Congress periodic updates. 

• NASADAD recommends that any changes in the Block Grant application, and 
thus the reporting and implementation of performance measures, only begin after 
the following move forward: 

• An assessment by the Secretary of HHS of States’ readiness to report PPG data, 

• The allocation of new and additional resources to assist with data infrastructure 
and other administrative costs, and 

• A process whereby any legislation passed by Congress, and signed by the Presi- 
dent, reflects an agreement that incorporates the input of Governors, NASADAD, 
and other stakeholders. 

OTHER ISSUES RELATED TO REAUTHORIZATION 

Policies Relating to Co-occurring Mental Health and Substance Use Dis- 
orders 

A top priority for NASADAD relates to policies that impact the provision of serv- 
ices to those persons with co-occurring substance use and mental health disorders. 
NASADAD would like to note that any policy recommendations made should flow 
from, and be consistent with, the collaborative work done by NASADAD and the Na- 
tional Association of State Mental Health Program Directors (NASMHPD). This in- 
cludes the National Dialogue on Co-occurring Mental Health and Substance Abuse 
Disorders and subsequent findings by the NASADAD — NASMHPD Joint Task Force 
on Co-occurring Disorders. This work, made possible in part due to the generous 
support of SAMHSA, was formally adopted by the Board of Directors of both 
NASADAD and NASMHPD, and presented to the membership of both organizations 
during a combined meeting in Reno, Nevada in 2000. 

As this Committee considers reauthorization issues, NASADAD would offer the 
following considerations as discussions move forward: 

• The Promotion of and Use of Common and Consistent Language: We be- 
lieve it is vital to work together to promote the use of common and consistent lan- 
guage as policies regarding services to populations with co-occurring mental health 
and substance use disorders are examined. For example, we recommend that more 
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work be done to advance a consistent definition and understanding of the term “in- 
tegrated treatment” by using the NASADAD — NASMHPD Joint Conceptual Frame- 
work Documents. 

• More Research and Data Presentation: We would like to work with 
SAMHSA to generate better data regarding those with co-occurring mental health 
and substance use disorders. Policy recommendations should then flow from subse- 
quent findings contained in the research using appropriate and consistent terms and 
definitions. Policy recommendations, in our view, should not precede the research. 
In examining the larger picture, we would like to work with SAMHSA to develop 
a concrete plan and vision for data issues. As the lead Federal Agency for substance 
abuse and mental health services, for example, SAMHSA could help encourage other 
Federal agencies that fund addiction services to work with States and others in the 
development of a coordinated data plan. 

• Workforce: We can not improve services to those with mental health and sub- 
stance use disorders without an adequate number of appropriately trained, licensed, 
experienced and fairly compensated professionals. We recommend the establishment 
of workforce initiatives and a National Workforce Development Office within 
SAMHSA. 

Synar Provision 

Another issue we believe requires attention is the Synar provision. The goal of 
Synar is to reduce tobacco sales to minors. NASADAD members and Governors are 
strongly committed to reducing youth smoking and restricting underage access to 
tobacco. In turn, States have committed substantial resources and time for the en- 
forcement of the Synar provision. The Synar provision required States to enact laws 
prohibiting tobacco sales to minors and to achieve an 80 percent compliance rate 
among tobacco vendors. HHS issued regulations for Synar enforcement that estab- 
lished baseline annual target rates for each State. The penalty for noncompliance 
with Synar is a severe 40 percent cut to the State’s Substance Abuse and Prevention 
Treatment Block Grant. 

We agree with the National Governors Association (NGA) in noting that Congress 
has taken an important first step by inserting language into the fiscal year 2000, 
2001, 2002 and 2003 appropriations bills that would save States that commit sub- 
stantial resources to the goals of Synar from suffering severe penalties to their 
Block Grant. NASADAD strongly supports NGA in calling for substantial, long-term 
changes in the administration of the law and the statute itself. These changes are 
needed in order to ensure that States and the Federal Government work together 
to meet their common goal of reducing tobacco sales to minors without penalizing 
populations in need of substance abuse prevention and treatment services. 
NASADAD also strongly supports NGA’s position that calls for the establishment 
of a Synar enforcement structure that does not threaten, interrupt or eliminate criti- 
cal substance abuse prevention and treatment services. 

Inclusion of States in SAMHSA Grants 

As you may know, each State crafts a State-level plan for addiction services. 
These plans are based on State-level studies that assess targeted prevention and 
treatment service needs. States are in the best position to determine how to effec- 
tively utilize and distribute resources. With this in mind, we would ask that discus- 
sions move forward during the reauthorization process that examine SAMHSA fund- 
ed programs that do not incorporate State systems during the planning and imple- 
mentation stages. Grants that are developed without examining their impact on 
State systems can create situations where entities eventually turn to States for re- 
sources when the grant expires — without giving the State agencies adequate time 
to plan to consider the support of such requests. In turn, States often have a dif- 
ficult time providing funds to these programs because of the lack of communication, 
coordination and planning. 

NASADAD believes that State systems must be directly considered and involved 
in any SAMHSA grant program to ensure that resources are distributed in coordina- 
tion with State planning processes. We believe, for example, that States should be 
eligible to apply for all Targeted Capacity Expansion (TCE) program grants. In sum, 
we believe State involvement will prevent the creation of programs that become re- 
dundant, inefficient, disconnected and at times, discontinued. 

Programs Within the Center for Substance Abuse Prevention (CSAP) 

The State Incentive Grant (SIG) program has proven to be a successful program. 
The competitive grants (there have been 41 funded to date) flow directly through 
the Governors’ Offices, through various divisions of State government, and ulti- 
mately down to the level of grassroots coalitions. It is an effective mechanism de- 
signed to “bridge” formerly disparate government entities (e.g., the State AOD agen- 
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cy, the criminal justice agency, the child welfare agency, the education agency) who 
share the common vision of substance abuse prevention. 

The Decision Support System — launched 3 years ago — has already proven to be 
a remarkable, cutting-edge tool that makes use of the World Wide Web platform. 
This user-friendly interactive system enables the individual to access not only the 
registry of effective model programs (described below), but also offers general tech- 
nical assistance, information on State-supported prevention systems (via State “por- 
tals”), and assessment tools relevant to the measurement of risk and protective fac- 
tors within a target population. In an era of increased accountability and perform- 
ance-based reporting, such an interactive Web-based tool becomes invaluable to the 
substance abuse prevention community. 

The dissemination of model programs is proving to be a useful mechanism in as- 
sisting States and communities in replicating and adopting evidence-based practices 
that are specifically tailored to various demographic target populations. The data- 
base created by CSAP, the National Registry of Effective Programs, is the primary 
national repository for scientifically validated drug, tobacco and alcohol prevention 
programs. 

CSAP and its contractors have developed a programmatic portfolio of valuable 
prevention-based programs aimed at targeting youth entering life “transitions” (e.g., 
the beginning of adolescence, entering college). Also, comprehensive work-based pro- 
grams target the nearly three-fourths of illicit drug users who are in the workforce. 
States have come to rely on CSAP’s identification and dissemination of evidence- 
based scientifically validated prevention programs. Progress achieved to date 
through this programmatic portfolio should continue. 

Development and training of an effective prevention workforce is particularly vital 
as the Nation’s economy has taken a downturn and many States are under increas- 
ingly stricter financial constraints. To date, many States and Territories have relied 
heavily on the successful CSAP-funded Centers for the Application of Prevention 
Technology (CAPTs), of which there are six (6) regional centers. Training, technical 
assistance with workforce development, and access to state-of-the-art model preven- 
tion programs comprise the CAPTs’ aggregate portfolio. 

Conclusion 

Thank you very much for listening to my testimony. Again, I look forward to 
working with the Committee, SAMHSA, NGA and others as we the reauthorization 
process moves forward. I would be happy to address any questions the committee 
may have. 

Senator DeWine. Director Knisley? 

Ms. Knisley. Mr. Chairman, Senator Reed, and Senator Murray, 
thank you for this opportunity to provide testimony to you this 
morning about the Substance Abuse and Mental Health Services 
Administration reauthorization. 

I am Martha Knisley, and I am the first director of the Depart- 
ment of Mental Health for the District of Columbia and, more im- 
portant, I am a southern Ohioan. 

Senator DeWine. Noted; very important. 

Ms. Knisley. I am speaking today on behalf of the National As- 
sociation of State Mental Health Program Directors, the association 
that represents the public mental health authorities in the 50 
States, the District of Columbia, and the Territories. 

We are particularly pleased to be before you today in this first 
hearing of the Senate Subcommittee on Substance Abuse and Men- 
tal Health Services. The special focus of the subcommittee reflects 
the critical need for improved access to mental health services at 
a time when an overwhelming majority of Americans, both adults 
and children, with mental disorders and emotional problems do not 
receive appropriate treatment. 

We are hopeful that your work, combined with the much-antici- 
pated release of the President’s New Freedom Commission on Men- 
tal Health’s final report, will strengthen our Nation’s commitment 
to ensuring access to treatment and promoting recovery and full 
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participation. We must recognize that we have a lot of work to do, 
both to vast improve and to save lives. 

I am also very pleased to present this testimony on behalf of the 
Campaign for Mental Health Reform. As I am sure you under- 
stand, the President’s Commission, even before its report has been 
released, has galvanized the mental health community, including 
consumers, providers, family members, advocates, and administra- 
tors. There could not be a more appropriate or exciting time to re- 
authorize SAMHSA and its programs, since we expect that the 
President will be looking to SAMHSA to coordinate and move for- 
ward an action plan stemming from the Commission’s rec- 
ommendations. 

Charles Curie, SAMHSA’s administrator, has expressed support 
for a strong Federal role in shaping mental health. We value his 
leadership. I have known and worked with him for over 25 years, 
and we look forward to continuing to work in partnership with Mr. 
Curie and his team. And we are tremendously excited that Kathryn 
Power, the director of Rhode Island’s Department of Mental 
Health, will soon be taking the helm at CMHS. 

However, SAMHSA will succeed in addressing the priorities and 
meeting the goals the administrator has laid out only if the have 
the empowerment of the agency to do so, and it is important that 
this come from Congress. Too often in the past, SAMHSA has not 
been granted the authority or the funding to achieve systems re- 
form even when there was consensus in the field about that reform. 

We expect the focus of the President’s Commission’s report will 
be on the fragmentation found in the mental health system. This 
system, where consumers and family members are still forced to 
navigate multiple unconnected service systems, including but not 
limited to housing, substance abuse, employment, education, crimi- 
nal justice, Medicaid, child welfare, mental health — and I could go 
on — SAMHSA must play a vital role, a pivotal role, in assuring 
that all of these service systems are brought together into a single 
system of care. 

This is particularly acute with respect to children. To address it, 
we recommend that through legislation, Congress establish an 
interagency body on children’s mental health services across the 
Department of Health and Human Services and that this body re- 
port to Congress on those Federal laws and regulations that im- 
peded full realization of the legislation’s objectives. 

For example, at Mayor Williams’ request, the District, through 
legislation when it created our new Department of Mental Health, 
created an interagency body to work on children’s issues across all 
of these systems. We have had positive outcomes in just 2 years by 
doing this. 

For example, sine last November, we have diverted 230 out of 
260 children referred for out-of-District institutional care because 
of our coming to work together under this interagency group. 

SAMHSA also needs greater authority to promote cross-system 
collaboration and integration in a number of other areas, but I will 
mention just two this morning. 

The first is in the tragic over-representation of people with men- 
tal illness in the criminal justice system. We applaud you, Senator 
DeWine, in particular for your leadership on this issue and for in- 
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troducing legislation to promote collaboration between State and 
local mental health and criminal justice agencies. 

Second, we commend SAMHSA for identifying as a priority the 
improvement of services to the approximately 10 million Americans 
with co-occurring mental abuse and substance about disorders. Evi- 
dence-based treatments for these conditions are remarkably effec- 
tive. Such treatments involve having an integrated approach — not 
a parallel or a sequential approach — to treatment, and if we do it 
in parallel fashion or sequential fashion, it will be more expensive, 
and we will have poor outcomes. But even today at the Federal 
level, mental health block grants are kept separate, so these fund- 
ing streams must be separated out at the local level. 

Here in the District, Mayor Williams, the director of the Depart- 
ment of Health, and myself have just signed a charter agreement 
where we assure that our policies, funding, program access and all 
aspects of service delivery are combined into a single, focused ap- 
proach for persons with dual disorders. Yet we are forced to work 
around the separateness that still exists at the Federal level. We 
urge you to modify the legislation to promote the provision of inte- 
grated services for persons with co-occurring disorders. 

Eliminating barriers to financing integrated treatment will not 
only improve treatment outcomes but will reduce the most common 
adverse consequences they face, such as criminal justice involve- 
ment, unemployment, and homelessness. We hope that SAMHSA is 
granted both the authority and the funding also to provide services 
in permanent supported housing for individuals to end chronic 
homelessness. 

We hope that Congress will give attention to the imminent con- 
version of the Mental Health Block Grant Program to Performance 
Partnership Grant. Measuring the performance and effectiveness of 
mental health programs and services can result in more sophisti- 
cated planning at the State level. But our block grant today only 
comprises 2 percent, and as a matter of fact, in the District, only 
one percent of our overall funding. 

The Performance Grants will be looking at our entire program, 
and we must be assured that we will have the resources to fully 
develop the data necessary for this national picture. 

Finally, I want to say just one word about the shifting of 
SAMHSA’s research functions to the National Institute of Mental 
Health. We support SAMHSA’s efforts to streamline and eliminate 
duplication in Federal agencies, but we emphasize that services re- 
search must be continued and enhanced, and we will be looking 
closely to see that this occurs during this shift. 

Again, thank you for this opportunity to speak with you this 
morning. I am happy to answer any questions that you may have. 

Senator DeWine. Thank you very much. 

[The prepared statement of Ms. Knisley follows:] 

Prepared Statement of Martha B. Knisley 

Mr. Chairman, Senator Kennedy, and Members of the Subcommittee, thank you 
for the opportunity to provide testimony to you this morning about the Substance 
Abuse and Mental Health Services Administration (SAMHSA). My name is Martha 
Knisley, and I am the Director of the Department of Mental Health in the District 
of Columbia. I have worked in public mental health, substance abuse and develop- 
mentally disabilities for over 35 years and have served as Director of Mental Health 
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in Ohio and Deputy Secretary for Mental Health in Pennsylvania. I am speaking 
today on behalf of the National Association of State Mental Health Program Direc- 
tors, the association that represents the public mental health authorities in the 50 
States, the District of Columbia, and the Territories. 

I am particularly pleased to appear before you today in this first hearing of the 
Senate Subcommittee on Substance Abuse and Mental Health Services. The special 
focus of this Subcommittee reflects the critical need for improved access to mental 
health services at a time when an overwhelming majority of Americans with mental 
disorders do not receive appropriate treatment. This is particularly discouraging 
given that great strides have been made through medical research demonstrating 
the effectiveness of a range of such treatments for these serious conditions. We are 
hopeful that your work, combined with the much-anticipated release of the Presi- 
dent’s New Freedom Commission on Mental Health’s final report, will strengthen 
our Nation’s commitment to ensuring access to treatment and promoting recovery 
and full community participation. Thank you for understanding the importance of 
this issue and recognizing the potential to vast improve and save lives. 

I am also very pleased to present this testimony on behalf of the Campaign for 
Mental Health Reform. As I am sure you understand, the President’s Commission — 
even before its report has been released — has galvanized the mental health commu- 
nity, which includes consumers, family members, providers, administrators, and ad- 
vocates. This community is represented by numerous organizations with diverse in- 
terests and different perspectives. Despite these differences, they are joining to- 
gether to collaborate in an unprecedented fashion to launch the Campaign for Men- 
tal Health Reform. Building on the work of the President’s Commission, the Cam- 
paign will develop and promote Federal policy initiatives based on shared values 
and principles and will strive to advance mental health as a national priority. 

There could not be a more appropriate or exciting time to reauthorize SAMHSA 
and its programs, since we can expect that the President will be turning to this 
agency to formulate and coordinate an action plan stemming from the Commission’s 
recommendations. Therefore, nothing could be more important than ensuring that 
SAMHSA has the authority and resources to get this job done. 

Charles Curie, SAMHSA’s Administrator, has expressed support for a strong Fed- 
eral role in shaping mental health policy and in supporting efforts to provide mental 
health services in appropriate, community-based settings efficiently and effectively. 
We value the Administrator’s leadership and look forward to continuing to work in 
partnership with Mr. Curie and his team. Indeed, we are indebted to Gail 
Hutchings who for the past year has served with distinction as the Center for Men- 
tal Health Services’ Acting Director, and we are tremendously excited that Kathryn 
Power, the Director of Rhode Island’s Department of Mental Health, will soon be 
taking the helm of CMHS. 

However, SAMHSA will succeed in addressing the priorities and meeting the 
goals the Administrator has laid out only if Congress empowers the agency to do 
so. Too often in the past, SAMHSA has not been granted the authority or the fund- 
ing to achieve systems reform, even where there is a consensus in the field about 
the obstacles and remedies. 

We expect that the focus of the President’s Commission’s report will be on the 
fragmentation found in the mental health system: that consumers and family mem- 
bers seeking appropriate services are forced to navigate multiple unconnected serv- 
ice systems, including, but not limited to, housing, substance abuse, employment, 
education, criminal justice, Medicaid, child welfare, and mental health. SAMHSA 
could and should play a the pivotal role in aligning these programs to more effec- 
tively and efficiently serve adults and children with mental health disorders and in 
leading an initiative for collaboration across various Federal Agencies so as to create 
greater unity in mission, objectives, and oversight in Federal programs. 

This need is particularly acute with respect to children. To address it, we rec- 
ommend that, through legislation, Congress establish an interagency body on chil- 
dren’s mental health across the Departments of Health and Human Services, Edu- 
cation, and Justice that would foster systems coordination, collaboration, and joint 
financing across all relevant Federal programs. Lead-agency responsibility for this 
function would be vested in SAMHSA, which would oversee the design and imple- 
mentation of a comprehensive, interagency approach to children’s mental health and 
report to Congress on those Federal laws and regulations that impede full realiza- 
tion of the legislation’s objectives. At Mayor Williams’ request, the District through 
legislation created such an interagency body when we established the new Depart- 
ment of Mental Health 2 years ago; this has led to many positive outcomes. For ex- 
ample, since November of 2002 we have diverted over 230 children and youth from 
District institutional care as a result of this action. Building a system of care for 
children, youth and their families is our highest priority. We believe strongly that 
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prevention, early intervention and community treatment work when we commit re- 
sources and work together with families and our partners in education, child wel- 
fare, juvenile justice and other systems. 

SAMHSA needs greater authority to promote cross-system collaboration and inte- 
gration in others areas, but two deserve particular attention. 

First, we are encouraged that SAMHSA recognizes the tragic over-representation 
of people with mental illness in the criminal justice system. According to the U.S. 
Department of Justice, about 16 percent of the Nation’s jail and prison population 
have a mental illness. Incarceration is far costlier than treatment and has signifi- 
cant negative consequences, not only for people with mental illnesses languishing 
unnecessarily in jail, but for the criminal justice system as well. We applaud Sen- 
ator DeWine in particular for his leadership on this issue and for introducing legis- 
lation to promote collaboration between State and local mental health and criminal 
justice agencies. As provided in the legislation, the Department of Justice will need 
to work with the Department of Health and Human Services to administer the pro- 
gram; therefore, we urge that SAMHSA be given the resources necessary to play 
that role. 

Second, we commend SAMHSA for identifying as a priority the improvement of 
services to the approximately 10 million Americans with co-occurring mental illness 
and substance abuse disorders. Evidence-based treatments for these conditions are 
remarkably effective. Such treatments involve integrated approaches that address 
both the mental illness and the substance abuse problem concurrently. Federal pro- 
grams that isolate funding streams for mental health and substance abuse into sep- 
arate “silos” result in “parallel” or “sequential” treatment — expensive approaches 
with poor outcomes for individuals with co-occurring disorders. Unfortunately, statu- 
tory language associated with the substance abuse and mental health block grants 
sends the message that these funding streams must be kept separate and poses an 
obstacle to States and localities that want to furnish the treatment that is most ef- 
fective. 

In the District of Columbia, Mayor Williams, Jim Buford, the Director of the De- 
partment of Health, where substance abuse programs reside, and I recently signed 
a Charter Agreement to assure that our policies, funding, program access and all 
aspects of service delivery are combined to provide a single and focused approach 
for treating persons with dual disorders. Yet we are forced to work around the sepa- 
rateness that still exists at the Federal level. We urge Congress to modify the legis- 
lation and to promote the provision of integrated treatment for individuals with co- 
occurring disorders. 

Eliminating barriers to financing integrated treatment in the two block grants 
will not only improve the treatment outcomes of individuals with co-occurring dis- 
orders, but also reduce the most common adverse consequences they face, such as 
criminal justice involvement, unemployment, and homelessness. In the District, we 
estimate that 42 percent of adults who are homeless have a co-occurring disorder. 
Therefore, we are encouraged that, in addition to improving integrated treatment 
services, SAMSHA intends to play a key role in the Administration’s initiative to 
end chronic homelessness. At the State and local level, we must work long and hard 
to help persons who have been streetbound regain control over their lives and main- 
tain a permanent place to reside. We hope that SAMHSA is granted both the au- 
thority and the funding to provide services in permanent supported housing for indi- 
viduals exiting chronic homelessness. 

In addition to invigorating SAMHSA’s successful programs such as Projects for 
Assistance in Transition from Homelessness (PATH) and the Comprehensive Com- 
munity Mental Health Services for Children and their Families Program, we hope 
that Congress will give attention to the imminent conversion of the mental health 
block grant to a Performance Partnership Grant. Measuring performance and effec- 
tiveness of mental health programs and services results in more sophisticated plan- 
ning at the State level, enhanced accountability at all levels of government, and, in 
short, more effective use of scarce resources. But committing to this agenda in a 
meaningful way, such that performance data can be measured across States and ag- 
gregated to present a national picture — a key goal of the Performance Partnership — 
will also be very expensive to providers, States, and SAMHSA. Most States already 
collect and analyze significant amounts of data to support their own internal plan- 
ning and quality improvement activities. Under the Performance Partnership we 
would be required to meet national goals for measuring performance and effective- 
ness, but this will require uniform and standardized data collection, analysis, and 
reporting. Moreover, these new requirements will apply to States’ entire mental 
health systems — not just the block grant that is the focus of the performance part- 
nership — even though the block grant represents, on average, less than 2 percent 
of State mental health agency operating budgets. In the District, the Block Grant 
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represents less than 1 percent of our budget. Therefore, to the extent Congress 
wishes mental health programs to generate standardized data such that policy- 
makers at the Federal level can better assess the effectiveness of these programs — 
a goal we enthusiastically support — we urge that Congress provide the funding to 
make this happen. 

In addition, we want to express our support for SAMHSA’s leadership role in re- 
ducing and ultimately eliminating the use of restraints and seclusion among individ- 
uals with mental illnesses. SAMHSA has significant expertise and a proven track 
record in spearheading successful initiatives designed to achieve this goal. 

And finally, we want to say a word about the shifting of SAMHSA’s research func- 
tions to the National Institute for Mental Health (NIMH). We support SAMHSA’s 
efforts to streamline and eliminate duplication in Federal agencies, but emphasize 
that services research must be continued and enhanced. This research builds on the 
significant investments that NIMH traditionally has made in understanding the 
science of mental illness, and ensures the cost-effectiveness of those investments. 
More importantly, services research is a critical bridge across the chasm between 
what we know about mental illness and what we do in providing services; the impli- 
cations of reduced attention to this research are enormous. We are confident that 
this Subcommittee agrees that it must ensure that critical support for services re- 
search is maintained and expanded. 

Again, thank you for the opportunity to speak with you this morning. I am happy 
to respond to any questions you may have. 

Senator DeWine. Ms. Walker. 

Ms. Walker. Chairman DeWine, Senator Reed, and Senator 
Murray, I am Gloria Walker of Cincinnati, OH. On behalf of NAMI 
Ohio and NAMI National, I want to thank you and Senators Gregg 
and Kennedy for establishing the first standing subcommittee in 
the history of the Congress dedicated to addressing services for in- 
dividuals with mental illness and addictive disorders. 

This subcommittee is an enormous leap forward in addressing 
the historic stigma and discrimination that has left the public men- 
tal health and substance abuse treatment systems fragmented, un- 
derfunded, and overburdened. 

I am here today not just as a member and director of NAMI Na- 
tional and NAMI Ohio, but also as the mother of a son who has 
struggled with severe mental illness for nearly 20 years. 

I am strongly encouraged by the advances that have been made 
in treatment for illness over the past decade. This scientific ad- 
vance is heralding new opportunities for recovery and a full life for 
my son. He is fortunate to be living in Ohio, where we have per- 
haps the Nation’s best public sector system under the leadership of 
our mental health commissioner, Dr. Mike Hogan, and Governor 
Bob Taft. 

As you know, we in Ohio have made enormous progress in mak- 
ing sure that services in the community are reflective of the ad- 
vances that have been made in clinical treatment and service deliv- 
ery. Unfortunately, Ohio is the exception and not the rule when it 
comes to mental illness treatment services delivered in public sec- 
tor programs. In fact there is strong evidence that the public health 
system in our country is in collapse in many States. This crisis is 
worsening in many parts of the country as States face a deteriorat- 
ing budget situation. 

The result is that children and adults living with severe mental 
illness are increasingly over-represented in the chronic homeless 
population and in local jails and prisons. 

The failure of this system is also reflected in our Nation’s high 
suicide rate. This year, NAMI completed its most comprehensive 
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survey of our consumer and family membership, with 3,400 re- 
spondents. The findings are alarming. 

Nearly half the consumer respondents reflected in the survey had 
been hospitalized within the past 12 months, and 40 percent need- 
ed emergency services. Fewer than one-third received evidence- 
based, recovery-oriented services such as assertive community 
treatment programs, supported employment services, and sub- 
stance abuse treatment. More troubling is that the lack of appro- 
priate treatment translated into extensive involvement with the 
criminal justice system. Forty-three percent of the consumers in 
the NAMI survey had been arrested or detailed by police. 

NAMI recognizes that SAMHSA cannot fix every problem con- 
fronting State mental health authorities across the country. How- 
ever, SAMHSA can and should assist State and local mental health 
authorities to more effectively use their limited resources and to 
help States ensure that they are making the right investments. 

NAMI would like to offer the following recommendations with re- 
spect to SAMHSA reauthorization legislation that this subcommit- 
tee will soon consider. 

SAMHSA needs to provide stronger leadership in bridging the di- 
vide between science and practice to ensure wider replication of 
evidence-based practice. 

SAMHSA needs to provide stronger leadership in improving the 
data infrastructure capacity of the public mental health system. 

SAMHSA should be encouraged to continue its mission to make 
treatment for co-occurring mental illness and substance abuse dis- 
orders a priority. SAMHSA is placing a high priority on addressing 
the needs of the estimated 10 million Americans who have co-oc- 
curring mental illness and substance abuse disorders. 

SAMHSA should play a stronger role in helping to meet Presi- 
dent Bush’s goal of ending chronic homelessness over the next dec- 
ade. NAMI supports President Bush’s Samaritan Initiative, and we 
urge you to build on this effort by creating a new flexible funding 
stream to finance services in permanent supported housing. 

SAMHSA should expand its efforts to address the growing and 
disturbing trend of criminalization of mental illness experienced by 
adults in jails and prisons, and adolescents in juvenile justice pro- 
grams. 

Chairman DeWine, NAMI is extremely grateful for the leader- 
ship that you have provided in Congress in bringing attention to 
this enormous and growing problem. 

Finally, SAMHSA should continue its efforts to address the ab- 
sence of a coherent service system for children and adolescents 
with serious mental illness. This morning, your colleagues on the 
Governmental Affairs Committee are hearing testimony from fami- 
lies with children with mental illness who have been forced to re- 
linquish custody in order to access services for their children. This 
is the most glaring, extreme evidence of the near absence of a sys- 
tem of services for children and adolescents in our country. This is 
a complex issue where accountability is spread across multiple sys- 
tems including Medicaid, child welfare, foster care, juvenile justice, 
and mental health. Clearly, something must be done to improve 
collaboration, systems coordination, and blended funding of services 
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for children with mental illness across all relevant programs and 
systems. 

SAMHSA has an important role to play in fostering coordination 
of home and community-based services for children with mental ill- 
ness and their families. 

Mr. Chairman, on behalf of the more than 1,000 NAMI organiza- 
tions across the country, thank you for this opportunity to offer our 
views on this important issue. 

[The prepared statement of Ms. Walker follows:] 

Prepared Statement of Gloria Walker 

Chairman DeWine, Senator Kennedy and Members of the Subcommittee, I am 
Gloria Walker of Cincinnati, Ohio. Since 2000, I have served on the Board of Direc- 
tors of the National Alliance for the Mentally 111 (NAMI). I am also a Past President 
of NAMI Ohio, having served in that capacity from 1998 until 2000. I am also the 
mother of a son who has struggled with mental illness for nearly 20 years. It is from 
these perspectives — a leader in the NAMI movement and as a family member — that 
I offer the following views on the future of SAMHSA and the need to improve the 
Federal Government’s response to the growing crisis in our public mental health 
system. 

Who is NAMI? 

NAMI is a nonprofit, grassroots, self-help, support and advocacy organization of 
consumers, families, and friends of people with severe mental illnesses, such as 
schizophrenia, schizoaffective disorder, bipolar disorder, major depressive disorder, 
obsessive-compulsive disorder, panic and other severe anxiety disorders, autism and 
pervasive developmental disorders, attention deficit/hyperactivity disorder, and 
other severe and persistent mental illnesses that affect the brain. 

Founded in 1979, NAMI today works to achieve equitable services and treatment 
for more than 15 million Americans living with severe mental illnesses and their 
families. Hundreds of thousands of volunteers participate in more than 1,000 local 
affiliates and 50 State organizations to provide education and support, combat stig- 
ma, support increased funding for research, and advocate for adequate health insur- 
ance, housing, rehabilitation, and jobs for people with mental illnesses and their 
families. Local affiliates and State organizations identify and work on issues most 
important to their community and State. Individual membership and the extraor- 
dinary work of hundreds of thousands of volunteer leaders is the lifeblood of NAMI’s 
local affiliates and State organizations. 

I am pleased today to submit the following testimony on behalf of the National 
Alliance for the Mentally 111 (NAMI) on legislation to reauthorize the Substance 
Abuse and Mental Health Services Administration (SAMHSA). 

Public Mental Health System In Crisis 

Mr. Chairman, as you know in a matter of days President Bush’s Commission on 
Mental Health (chaired by our own Mike Hogan of Ohio) will be releasing its final 
report. We expect this report will document what too many NAMI members know 
from personal experience — that the public mental health treatment and support sys- 
tem in most States is in serious disrepair. In fact, as the Commission noted in its 
Interim Report last fall, this “system” is in fact not a coherent system, but rather 
a fragmented and underfunded series of programs crossing multiple layers of gov- 
ernment with little accountability and coordination. I can tell you from personal ex- 
perience that this confusing system overwhelms consumers and families with con- 
flicting eligibility rules and reliance on service models that are inconsistent with the 
enormous scientific advances that have been made in recent years with respect to 
recovery-oriented interventions for severe mental illness. 

The result of this system in collapse is that children and adults living with severe 
mental illness are increasingly over-represented in the chronic homeless population 
and in local jails and prisons. The failure of this system is also reflected in our Na- 
tion’s alarmingly high suicide rate. This year NAMI completed its most comprehen- 
sive survey of our consumer and family membership — 3,400 respondents. The find- 
ings are alarming. 

Nearly half of the consumer respondents reflected in the survey had been hos- 
pitalized within the past 12 months and 40 percent needed emergency services. 
Fewer than one- third received evidence-based, recovery-oriented services such as as- 
sertive community treatment programs, supported employment services, and sub- 
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stance abuse treatment. More troubling is that the lack of appropriate treatment 
translated into extensive involvement with the criminal justice system — 43 percent 
of the consumers in the NAMI survey have been arrested or detained by police. 

SAMHSA’s Response to the Growing Crisis in the Public Mental Health Sys- 
tem 

Given SAMHSA’s limited resources ($3.2 billion in a system estimated to consume 
more than $44 billion), it is unrealistic (and probably unwise) to expect the agency 
to assume responsibility for complete reform of the complicated and fragmented sys- 
tem that consumers and families must navigate. At the same time, SAMHSA can 
(and should) play a leadership role in assisting States and localities in modernizing 
and reforming the way mental illness treatment and supports are delivered. Reau- 
thorization legislation therefore affords an important opportunity for Congress to 
sharpen the agency’s mission to assist State and local mental health authorities in 
this effort. 

NAMI is pleased that the Bush Administration has appointed three leaders with 
experience in running State mental health authorities to manage SAMHSA and the 
Center for Mental Health Services (CMHS): Administrator Charles Curie of Penn- 
sylvania, Deputy Administrator James Stone of New York and CMHS Director 
Kathryn Power of Rhode Island. Each brings vast experience in managing and re- 
forming services and working with NAMI organizations at the State and local level. 

NAMI Recommendations for SAMHSA Reauthorization 

1. SAMHSA needs to provide stronger leadership in bridging the divide 
between science and practice to ensure wider replication of evidence-based 
practice. 

Over the past 5 years, SAMHSA has made enormous progress in transforming its 
programs to create a stronger grounding in science and enhanced emphasis on rep- 
lication of evidence-based practice. NAMI supports this effort to refine and sharpen 
SAMHSA’s mission to ensure that it is firmly grounded in furthering investment in 
clinical treatment and that service models are informed by research and recovery- 
oriented outcomes. This shift is beginning to take place as part of SAMHSA’s Pro- 
grams of Regional and National Significance (PRNS) which funds community action 
grants and targeted capacity expansion in priority areas such as assertive commu- 
nity treatment, jail diversion, suicide prevention and treatment for co-occurring dis- 
orders. 

NAMI is also supportive of efforts by SAMHSA to develop a new level of coopera- 
tion with colleague agencies at the National Institutes of Health (NIH). It is criti- 
cally important for SAMHSA and NIH to develop a more workable partnership with 
respect to services research and services demonstration studies that assess how best 
to deliver clinical services in real world settings. This is especially the case given 
the challenges particular to the real world settings in which children and adults are 
increasingly receiving services: homeless shelters, emergency rooms, jails, juvenile 
justice facilities, schools and primary care. Both agencies have strengths that need 
to be effectively coordinated to develop a stronger research base on service delivery 
and technical assistance capacity for pushing State and local authorities and front- 
line providers to invest in evidence-based practice. 

NAMI therefore recommends that this Subcommittee redirect SAMHSA to 
its core mission of assisting State and local mental health agencies in 
bridging the gap between science and practice, with particular focus on 
replication of evidence-base practices grounded in recovery-oriented serv- 
ices for children and adults living with severe mental illnesses. 

2. SAMHSA needs to provide stronger leadership in improving the data 
infrastructure capacity of the public mental health system. 

In 2000, Congress directed SAMHSA to convert its separate substance abuse and 
mental health block grant programs to “Performance Partnership Grants” (PPGs). 
The objective was to reform these block grant programs to promote greater empha- 
sis on evidence that measure the performance of States in meeting specific goals, 
and away from expenditure reports tracking where and how funds are spent. NAMI 
applauded this effort as part of a larger strategy designed to push States to begin 
developing better data systems that actually measure progress in meeting outcomes 
related to treatment, recovery and provider performance. 

While SAMHSA has met the goal of converting the block grants to PPGs, NAMI 
believes that further steps need to be taken to finally put in place effective data col- 
lection and dissemination systems. NAMI believes that such a data infrastructure 
should be able to measure not only performance outcomes achieved with funds allo- 
cated through SAMHSA, but all State and local resources as well, whether or not 
those dollars directly flow through the State mental health authority or other 
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sources (e.g. Medicaid). As was the case with conversion to the PPG model, such 
data systems should be able to facilitate assessment of progress toward specific out- 
come measures and an unduplicated count of who is being served. 

NAMI has long been frustrated with the lack of a coherent system of data collec- 
tion for public mental health spending. The inability to compare and measure the 
performance of State public mental health systems has been a major impediment 
to progress in seeking adequate resources to fund public sector programs. After 
years of frustration, NAMI has acted on its own to establish TRIAD — the Treat- 
ment, Recovery, Advocacy and Information Database. This is our own effort to de- 
velop a set of measures to assess the performance of States tied to recovery for con- 
sumers and their family members. As excited as we are about the data being gen- 
erated by TRIAD, we are nonetheless discouraged that the inconsistencies of data 
collection and dissemination systems across the States and SAMHSA still prevents 
meaningful comparisons across the States. 

3. SAMHSA should be encouraged to continue its mission to make treat- 
ment for co-occurring mental illness and substance abuse disorders a prior- 
ity. 

NAMI is especially pleased that SAMHSA Administrator Curie has placed such 
a high priority on addressing the needs of the estimated 10 million Americans who 
have co-occurring mental illness and substance abuse disorders. SAMHSA’s Novem- 
ber 2002 report to Congress (mandated by this Committee in 2000) is an important 
step forward in compiling existing data on the extent of the problem and current 
research on effective clinical interventions. NAMI agrees that there should be “no 
wrong door” for entering treatment for individuals with co-occurring disorders. 

NAMI also agrees that the existing research literature clearly demonstrates that 
neither mental illness, nor chemical dependency treatment, can be effective unless 
both are provided in an integrated fashion through interdisciplinary coordination. 
However, despite this report we are still seeing too little investment from the sepa- 
rate mental health and substance abuse systems in integrated mental health and 
substance abuse treatment. NAMI believes that accounting and regulatory burdens 
are still serving as a barrier to fostering development of integrated treatment by 
State and local agencies. NAMI would therefore urge this Subcommittee to consider 
statutory language to make it clear that States may utilize funds from the Mental 
Health and Substance Abuse PPGs to provide integrated treatment to individuals 
with co-occurring disorders. 

4. SAMHSA should play a stronger role in helping to meet President 
Bush’s goal of ending chronic homelessness over the next decade. 

As you know, President Bush (through the leadership of the White House Inter- 
agency Council on the Homeless) has put forward his “Samaritan Initiative” to end 
chronic homelessness over the next decade. In addition, Secretary Thompson has 
put in place his own plan for all HHS agencies to address chronic homelessness. 
NAMI supports these efforts, but also believes that SAMHSA can do more to ensure 
that its programs more effectively address the needs of individuals with severe men- 
tal illness and co-occurring disorders experiencing chronic homelessness (i.e., stay- 
ing homeless for a year or more). 

First, as part of the Samaritan Initiative, Congress should authorize and fund a 
new program to finance services in new and existing permanent supportive housing 
developed by HUD’s McKinney-Vento Homeless Assistance Act. NAMI, along with 
our colleagues at the National Alliance to End Homelessness and the Corporation 
for Supportive Housing, have our own proposal on services in permanent supportive 
housing — ELHSI (Ending Long-Term Homeless Services Initiative). What is key is 
that existing and future permanent supportive housing have stable funding for serv- 
ices to ensure that individuals are able to make the transition to stable lives in the 
community. 

Finally, NAMI would urge this Subcommittee to examine the current problems 
with the funding formula associated with the PATH program at CMHS (Projects for 
Assistance in Transition from Homelessness). This critically important program 
funds outreach and engagement services for homeless individuals in shelters and on 
the streets. Since fiscal year 1997, Congress has nearly doubled funding for PATH, 
up to $50 million requested for fiscal year 2004. Unfortunately, more than 20 rural 
and frontier States have seen their allocation of PATH funds frozen as a result of 
artificially low minimum State allocation. Likewise, the current formula resulted in 
four States (Alabama, Missouri, New York and Ohio) actually losing funds in fiscal 
year 2003 despite a $3 million increase provided by Congress. 

5. SAMHSA should expand its efforts to address the growing and disturb- 
ing trend of “criminalization” of mental illness experienced by adults in 
jails and prisons and adolescents in juvenile justice programs. 
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Chairman DeWine, NAMI is extremely grateful for the leadership that you have 
provided in Congress in bringing attention to this enormous and growing problem. 
NAMI strongly supported your efforts in passing legislation authorizing the Mental 
Health Courts program at the Justice Department (P.L. 106-515). NAMI is proud 
to support your legislation (S. 1194) to expand the ability of State and local law en- 
forcement and corrections systems to cope with their growing burden of responding 
to offenders with a history of untreated severe mental illness — most of them low- 
level nonviolent offenses. 

As you know, effective jail diversion programs, Mental Health Courts, and pro- 
grams to help adult and juvenile offenders with mental illnesses transition back into 
the community require close collaboration and cooperation between corrections, 
courts and mental health systems. Too often, mental health systems have been re- 
luctant to do their part to help these individuals, many of whom would not have 
ended up in correctional systems had they received timely and appropriate mental 
health services and supports. At the Federal level, SAMHSA has worked collabo- 
ratively with the Department of Justice to provide technical assistance and support 
for jail diversion and community reentry programs for offenders with mental ill- 
nesses. 

NAMI strongly urges that the SAMHSA reauthorization legislation be utilized as 
an opportunity to expand the agency’s current jail diversion program and to expand 
the jurisdiction of this program to include community reentry and transition for ju- 
veniles and adults with mental illnesses exiting criminal justice systems. We also 
urge that SAMHSA be encouraged to work even more closely with the Department 
of Justice and other relevant Federal Agencies (e.g. the Social Security Administra- 
tion, the Center for Medicaid and Medicare Services, and the Department of Hous- 
ing and Urban Development) in carrying out these important activities. 

6. SAMHSA should continue its efforts to address the absence of a coher- 
ent service system for children and adolescents with serious mental illness. 

The impending release of President Bush’s New Freedom Commission report on 
Mental Health will emphasize the wholesale fragmentation and lack of coordination 
between various systems responsible for providing treatment and services to individ- 
uals with mental illnesses across the country. These problems are particularly pro- 
found for children and adolescents who suffer from mental illnesses. It is well docu- 
mented that families of children with mental illnesses frequently have no place to 
turn to access the services that their children need. As a consequence, children with 
mental illnesses are even more disproportionately represented in juvenile justice 
systems than adults with mental illnesses are in adult correctional systems. More- 
over, many families are literally forced to give up custody of their children to access 
care for their loved ones. This is a national tragedy. 

As a first step, NAMI recommends that Congress establish, through legislation, 
an interagency body on children’s mental health to improve collaboration, systems 
coordination, and blended funding of services for children with mental illnesses 
across all relevant Federal programs. SAMHSA, as the Nation’s lead agency for 
mental health services, should be vested with lead responsibility for this important 
function. 

Additionally, CMHS — through the Children’s Mental Health Services Program 
also funds the Comprehensive Community Mental Health Services for Children and 
Their Families Program — provides grants to public entities providing comprehensive 
community-based mental health services for children and adolescents with mental 
illnesses. NAMI strongly supports the Federal investment in creating home and 
community based services for children with mental illnesses and their families. We 
look forward to working with the Subcommittee to ensure that the program is fur- 
ther improved so that children and adolescents with serious mental illnesses receive 
services that are evidence-based, effective and associated with outcomes that are 
tracked to ensure accountability. 

Conclusion 

NAMI is deeply grateful for the opportunity to offer our views on SAMHSA reau- 
thorization legislation. We look forward to working with you and your colleagues on 
this legislation and other matters that will come before this Subcommittee. 

Senator DeWine. Let me thank our panel. I will start with Mrs. 
Taft. 

I was interested in your comment about the expanded use of 
CSAP information by other Federal agencies, and I wonder if you 
could comment about how well you think they are doing now; and 
also, if you could comment about Director Curie’s testimony in re- 
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gard to where CSAP has been, where CSAP is, and where CSAP 
is going. 

Mrs. Taft. Thank you, Mr. Chairman, for that question. 

I believe that CSAP is finally beginning to grow into its rightful 
position of being the source in the Federal Government where all 
agencies and departments should come for accurate research-based 
information. I do not believe that has been the case in the past. I 
think that there continue to be some conflicts among the major 
funding sources for prevention activities at the State and local level 
in this regard, but I am hopeful that, with continued nudging from 
Congress, CSAP will become the accepted leader in prevention ac- 
tivities. 

Senator DeWine. So we are moving in the right direction. 

Mrs. Taft. I think we are moving in the right direction. 

Senator DeWine. More agencies need to look toward CSAP, in 
your opinion. 

Mrs. Taft. Yes. CSAP in my opinion — the research-based infor- 
mation has the ability to turn that into programs and strategies 
and practice that are effective and should be looked to as the final 
word in what is effective and what is not. 

As you know, the field has developed tremendously since you au- 
thored the Drug-Free Schools report. In fact, at that time, it was 
just Drug-Free Schools report, and since then, it has become the 
Safe and Drug-Free Schools, and it keeps getting watered down in 
its approach, and that is why it is really important that CSAP stay 
strong and can work toward a unified approach. 

The whole field has been evolving and changing, and we have 
continued to learn what is effective and what is not effective, and 
CSAP has been doing a good job of getting that information out to 
the field. Now that we have got a good base of knowledge of effec- 
tiveness and what works and what does not work, we need to con- 
tinue to build on that, to get that information out to the field, and 
to make sure that all children in the United States can benefit 
from that knowledge. 

Senator DeWine. Thank you. 

Dr. Gallant, I wonder if you could tell me about the Synar 
Amendment which we keep waiving, and if you have any sugges- 
tions about changes that we should make in regard to that. We all 
know the intent of the Synar Amendment, and it is a good intent, 
but we keep waiving it. And we understand why we waive it — ev- 
eryone is well-intended here — but what are we doing to do about 
that? 

Mr. Gallant. Mr. Chairman, as you indicated, we are very sup- 
portive of the intent of Synar and see ourselves as really contribut- 
ing to reducing the effects of tobacco. However, that is now why we 
exist in most States systems; it is not to reduce youth tobacco use. 
We believe that Synar would be better-positioned if it were located 
in one part of Health and Human Services. We believe that the 
Centers for Disease Control and Prevention has a tobacco control 
program that has operated for a number of years, and we believe 
that Synar would be better-positioned there. We also believe that 
the penalty structure associated with Synar should be eliminated, 
and that States should be incentivized to reduce youth access to to- 
bacco. 
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Senator DeWine. So a carrot instead of a stick. 

Mr. Gallant. That is right, Senator. 

Senator DeWine. Will that work? 

Mr. Gallant. I think it would work far better than to hold a 
penalty over State systems, particularly for that part of the system 
that is trying to deliver a service that is already with lack of capac- 
ity, so to move it to CDC with their tobacco control efforts. And I 
think you will also find that most State health departments al- 
ready have a major role and are accepted by both the executive 
branch and the legislative branch to have a public health pro- 
motion role, including tobacco control. So to put it all in one area 
I think would increase its impact, would probably make it far more 
effective, and would probably achieve even better results than we 
have been able to with our efforts. 

Senator DeWine. Well, it is not working, but just to State my 
public position, I am not willing to give it up. We have to make it 
work some way. It is not working now, but we just cannot give it 
up. We just have too much at stake here from a health point of 
view, and we have got to all try to figure it out, and you can help 
us — not just you, but everybody else on the panel, everybody in the 
room — can help us figure out a way of making this work. In the 
next few months, we need to work on that. 

Mr. Gallant. We are committed to do that, Senator. 

Senator DeWine. Senator Reed? 

Senator Reed. Thank you very much, Mr. Chairman, and let me 
thank the panel for their excellent testimony. 

And Mrs. Taft, let me thank you for your testimony and also for 
your gracious leadership as the First Lady of Ohio. It is a pleasure 
to see you here today. 

You cited several studies in your written testimony of programs 
that are successful in reducing drug and alcohol use among chil- 
dren. In your estimation, why are these programs effective? Is 
there something that you have sensed, certain elements that make 
them successful? 

Mrs. Taft. According to what CSAP tells me, when you can in- 
crease the perception of harm and can increase the perception of 
social disapproval, use among young people will go down. So many, 
many of the most effective programs now are those that do those 
two things. And those are usually things that happen in a global 
sense and are environmentally induced through regulation or 
through social norms that happen in the community. Then, if you 
can combine those with programs that give young people life skills 
that are necessary to refuse alcohol and drug use, you usually come 
up with success. 

Senator Reed. Thank you very much. Have you seen any of those 
programs in action in Ohio, because I am sure you are out and 
about all through the State. 

Mrs. Taft. Yes. In fact the Pride Survey that happened last year 
in Ohio showed that Ohio was below the national averages among 
alcohol, tobacco, and other drug use. So I see a lot of those good 
programs working. 

Senator Reed. Thank you very much. 
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Dr. Gallant, thank you for your testimony also. I want to give 
you the opportunity, because I notice a trend on the panel — have 
you ever visited Ohio? 

[Laughter.] 

You should claim that right away. 

Mr. Gallant. Yes, Senator, I have, and I will be going there this 
Thursday. 

Senator Reed. I thought that was happening. 

You and your organization play a critical role, and as Adminis- 
trator Curie suggested, in the Access to Recovery proposal. There 
is going to be a tremendous role for State substance abuse officials. 
What role have you had to date in preparing for, commenting on, 
and participating in the development of the Access to Recovery ap- 
proach and what role do you anticipate going forward? 

Mr. Gallant. We have had a role. Mr. Curie and his staff have 
involved us in discussions about the thinking around the Access to 
Recovery Program. They have involved several of our State direc- 
tors in helping them think through strategies in terms of how they 
might implement this program. 

We are, as are our State directors, waiting for the final program 
to be developed so we can see the detail. But overall, we think that 
this is a good third leg, as long as the block grant remains as the 
foundation for our system and that the Targeted Capacity Program 
remains as a way to target special issues and needs, and I think 
this third leg might allow us to expand in a new and innovative 
way. But we are waiting to see the details. 

Senator Reed. Very good. As I suggested, and I think our discus- 
sion indicated, there are some very, very difficult issues, technical 
as well as constitutional, that you and your colleagues will have to 
deal with. 

The only other thing I would say is that there is a real value in 
having State-level local initiatives, but there also has to be some 
kind of common baseline nationally, and I think your organization 
can help guide us in that direction. 

And thank you for your testimony, Ms. Knisley. You touched on 
an issue that is very, very near and dear to me; we all wear mul- 
tiple hats around here, and I am the ranking member on the Hous- 
ing Subcommittee. There is a huge crisis in affordable housing for 
a whole range of Americans, and it is particularly exacerbated if 
you have a mental health issue or a substance abuse issue. You 
touched on that, and I wonder what more can we do from your per- 
spective. You must see it every day in Washington, DC. 

Ms. Knisley. Yes, Senator Reed. As a matter of fact, Washing- 
ton, DC now has the dubious distinction of growing faster in terms 
of unaffordability for a person with disabilities. The recent report 
indicated that it now costs in the District of Columbia 183 percent 
of your monthly disability income for a one-bedroom market rent 
apartment. And obviously, this is a huge issue for us. 

We now have the technology, and if we apply our resources, our 
practices have advanced to where we can help people sustain their 
own living situation, their own home, their own apartment. How- 
ever, if we do not have affordable housing the work that we are 
doing would be for naught in our department. And I know it is a 
major initiative around the country with other States and local 
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communities, and we have got to have the strong leadership of 
SAMHSA to see this true with their Federal partners, particularly 
HUD. 

But we have a major affordable housing initiative in our commu- 
nity where I spend a lot of time with the housing finance agency 
and with our public housing authority trying to make sure that we 
have access to some of those resources coming into the community, 
because it is never going to be enough. 

So we are very, very concerned, and like I said, we have some 
newer housing strategies like Housing First, where we help some- 
one get into a place and then be able to stay there. It is a very 
promising practice, but without the affordability of housing, we are 
facing a huge uphill struggle. 

Senator Reed. Sometimes I fear that despite all the improve- 
ments and all the resources that we are providing to the mental 
health and substance abuse community, unless we effectively deal 
with the housing issues, which are expensive and difficult, you are 
just treading water, and we are never going to get to the point 
where we have a system that works, because if you cannot find a 
place for someone to live, you cannot adequately deal with their 
other issues, and frankly, if it is a transient placement, you will 
lose that person. So I just see this as a very critical issue. 

Ms. Knisley. Absolutely. One thing I should add to that, Senator 
Reed, is I think we have learned now the value of a person in their 
own home, the value that that has to their rehabilitation and re- 
covery, because as an individual recovering from mental illness, if 
you can see the progress you can make, and you can have your own 
place to live, while we need good treatment facilities, living for a 
long-term in a congregate setting is just not something that is a 
natural place for people to be. 

So we see this value, and we have seen this value repeatedly. We 
even have research results that show that for people who can be 
living in their own place and rebuilding their lives, this has a tre- 
mendous influence on their recovery. 

Senator Reed. In the scope of our reauthorization of SAMHSA, 
I hope we have the opportunity to develop some of these issues of 
interagency coordination, of the complementary nature of good, af- 
fordable housing, and mental health services and substance abuse 
treatment, because I think it is an important point, as you do. 

Let me ask another question, Ms. Knisley. Administrator Curie 
talked about the new Performance Partnership Grants and the Ac- 
cess to Recovery initiative. You are engaged in a whole host of pro- 
grams right now which are time-consuming and difficult. Then 
there is another level being proposed which requires more param- 
eters, more metrics. 

Can you comment about the assistance you need, the technical 
assistance, the additional administrative resources, to make sure 
that we do this right and that we actually have performance grants 
that accurately measure performance rather than just accumulate 
lots more statistics? 

Ms. Knisley. Senator Reed, I think it is a very important ques- 
tion, and NASHPD and the mental health commissioners appre- 
ciate the opportunity to work with SAMHSA in formulating those 
grants. I know that in my situation, I have performance goals for 
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Mayor Williams; that is very important as we are building our new 
mental health system here in the District. We are trying to come 
out of a longstanding receivership in mental health, so I have goals 
for the Federal court, and then the partnership goals and objectives 
that we need to meet. If we can marry those, and if we can find 
the least common denominators for reporting data and have that 
interchanged with SAMHSA to see that we can get there, so the 
States are not just creating another database, then I think that is 
a very important piece that we must work on. 

The second issue is technical assistance. Public mental health 
systems have traditionally been underfunded, so therefore our in- 
formation systems have been traditionally underfunded. And we do 
not have and have not in the past had the type of technical exper- 
tise to do this well, and it ends up costing us more money because 
we have not been able to put the R and D into it correctly in the 
first place. So it is very, very important. 

It is also very important for us to consider as we talk about this 
integration, it is so necessary in our case with child welfare, or in 
the housing world or with criminal justice, that we are not report- 
ing slightly differently to another entity if we are sharing re- 
sources. We have got to find a way at the Federal level to bring 
these different systems together on reporting, and even with our 
colleagues in substance abuse where they may be reporting — al- 
though I think we do a better job with substance abuse because we 
are married in many ways. But it is still very important that we 
get a common database, common information, common perform- 
ance. 

Senator Reed. Thank you. 

Mr. Chairman, my time has expired, but I just want to thank 
Ms. Walker for her wonderful testimony and for being here today. 
The chairman might have a question for you, but I just want to 
thank you for participating, and the whole panel, thank you very 
much. 

Ms. Walker. Thank you. 

Senator DeWine. Senator Reed, thank you very much. 

I have several questions that Senator Kennedy has submitted, 
and I am going to read these two questions on behalf of Senator 
Kennedy. 

The first is for Mrs. Taft — it is an easy one, really, it is. It is a 
short one, too. “How effective have we been in this country inter- 
vening with children whose mothers are substance abusers?” This 
is a very important question. 

Mrs. Taft. It is a very important question, because I think the 
future of prevention and treatment really hinges on how well we 
do that. The whole issue of fetal alcohol syndrome and fetal alcohol 
effects and drug-induced deliveries of babies is a big one. It makes 
those children much more vulnerable to later use on their own and 
usually puts them in a very dysfunctional family that has all kinds 
of consequences on their mental health and their ability to learn. 

In Ohio, which I can speak the most about, we are doing a lot 
in this area, and I keep hearing about efforts at the national level 
to foster more efforts at the local and State level on trying to get 
mothers to deliver very healthy babies. 

Senator DeWine. I think we have come a long way. 
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Mrs. Taft. I think we have, too. I think we have a lot more dis- 
tance to travel, though. 

Senator DeWine. And we have a long way to go. 

Mrs. Taft. Yes. 

Senator DeWine. Senator Kennedy has a question for Gloria 
Walker. Ms. Walker, Senator Kennedy says, “I agree with you that 
treating co-occurring mental illness and substance abuse should be 
a top priority. In the November 2002 Report to Congress on the 
Prevention and Treatment of Co-Occurring Substance Abuse Dis- 
orders and Mental Disorders, the U.S. Department of Health and 
Human Services suggests that many States and providers need to 
change old approaches for new evidence-based treatment practices. 
How can this reauthorization address this problem?” How can we 
approach this as we deal with the bill that we are going to be 
working on for the next many months? 

Ms. Walker. I think the answer has already been given, and 
that is with integrated treatment, being able to treat substance 
abuse and mental illness together, which is a problem, fundamen- 
tally a problem, because of the financial structure. So I think that 
is something that definitely has to be addressed, how they will be 
able to do it and integrate the funding so that a person with men- 
tal illness can also be treated for substance abuse as well. 

Senator DeWine. Does anyone else want to add anything to that? 

Ms. Knisley, you look like you were ready to add something — 
that is why I asked. You look like you were ready to go there, and 
that is why I asked. 

[Laughter.] 

Ms. Knisley. Senator DeWine, I think absolutely the integration. 
We know today that we have effective interventions for treating 
both substance abuse and mental illness at the same time. And his- 
torically what would happen is that you would treat substance 
abuse first and then a mental health problem. I can remember as 
a clinician trying to figure out, well, do I drive this person who is 
intoxicated around until they sober up so I can get them into a 
mental health treatment facility, or do I hope that when we go to 
be assessed for substance abuse treatment, they are not going to 
say, “He is a mental health problem; take him there.” And I can 
remember driving around in Columbus, OH for hours trying to find 
someone who would not ask does he have the other illness. 

Today we can treat both, and we do. However, we have got to in- 
tegrate the funding and the policies to make that work in all of our 
States, and I think that is exactly what Ms. Walker was saying and 
what we would promote. 

And in the report to Congress on co-occurring disorders that was 
presented last winter, there are many good examples of programs 
that could do just that. 

Senator DeWine. How does that translate into what we do as far 
as legislation? 

Ms. Knisley. I think it translates in several areas. One that is 
in the SAMHSA reauthorization is to look at the separateness of 
the block grants. And again, I think we do not want to dilute the 
block grants — and I am sure that my colleague Dr. Gallant would 
very strongly say we do not want to see all of a sudden a substance 
abuse block grant becoming a mental health block grant or vice 
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versa — so we are not looking at diluting those, but we are looking, 
I believe, for very strong language about models for integration of 
programs where we can bring the two funding structures together. 

So I think that would be one important area in the reauthoriza- 
tion. And I think second in the reauthorization is to look at this 
report on co-occurring disorders for other policies that we can effect 
that you would urge SAMHSA in the reauthorization to work on 
with us. And I might add again that I think it is very important, 
Senator DeWine, when we look at the criminal justice population 
who have mental health disorders, you are going to see a co-occur- 
ring disorder almost every time. 

Senator DeWine. Yes, almost every, single time, absolutely. 

Ms. Knisley. Yes. So as we look at that legislation and the poli- 
cies there, I think that concurrent treatment is going to be abso- 
lutely essential. For example, when we are trying to get someone 
out of jail today in the District, what we do is try to provide coun- 
selors who are going to be treating both disabilities at the same 
time, and I think it is very important to stress that in the legisla- 
tion. 

Senator DeWine. Ms. Walker and Director Knisley, in your testi- 
mony, you both recommended that Congress should legislate an 
interagency body on children’s mental health to improve this col- 
laboration in providing services for kids. How do you see SAMHSA 
handling the concerns of children now, and how would this body 
improve access to services for children? How would this work? 

Ms. Knisley. I will start it off. I think the first thing about the 
body is that — well, let me back up and say first of all that 
SAMHSA is doing a terrific job with the Systems of Care work that 
they have been doing around the country. The District of Columbia 
has just been awarded one of the Systems of Care Organizing 
Grants, and we have had superb technical assistance and support. 
It is a cooperative agreement with the Federal Government, and 
they have done an outstanding job. 

Ohio was one of the very first grantees of this program in the 
mid-eighties, and I would have to say that, other than our work on 
brain disorders that has been supported so very well by Congress, 
this is the other major area where we have seen the most move- 
ment in mental health services. And I know that Mr. Curie, with 
his background in this area, has continued to push hard to develop 
these systems of care. 

So we think that SAMHSA is doing very well in this area — but 
there is even more leadership that is needed. And as you know 
working here with the District, we have got to find as many ways 
as we can to work with our child welfare system and our juvenile 
justice system, and sometimes when you do not bring that body to- 
gether through legislation, the demands of those other programs 
just take over on a day-to-day basis, for very practical reasons. So 
we have got to find a way to legislate this. The results will be so 
much more positive for our children, even though going in, it says, 
well, an interagency body is additional work and so forth and so 
on, but the results are there; they are just outstanding. And we 
have seen many States with these legislative bodies that have 
worked very, very well, and we trust that the same would happen 
at the Federal level. 



54 


Senator DeWine. Good. Ms. Walker, do you have anything to add 
to that? 

Ms. Walker. No, I have nothing to add. 

Senator DeWine. Well, I want to thank the panel. I think we 
have had a very good first hearing. Dr. Gallant, we do not want 
to exclude you as the only nonOhioan here. We appreciate your 
service very much. 

Ms. Knisley. We will let him in, right? 

Senator DeWine. That is right. And Ms. Knisley, we appreciate 
your past service to Ohio very much, as past director; and Ms. 
Walker, we appreciate your continued good work in Cincinnati and 
around the State and across the country. And of course, Mrs. Taft, 
we appreciate your good work. You and I have worked together as 
Ms. Walker and I have, and we just appreciate your good work and 
your great leadership for the State, and we appreciate the testi- 
mony here today. 

The reauthorization is an important bill as we move forward 
with these two very, very important constituencies and important 
issues, and this committee is going to hold a number of additional 
hearings, fact-finding hearings. We want to get it right, and I think 
we have a good bill to build on, a good history to build on, and we 
want to learn whatever we can learn to make sure that we get it 
right. 

So we appreciate this hearing, and we appreciate your good 
input. Thank you all very much. 

The subcommittee is adjourned. 
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ADDITIONAL MATERIAL 

Prepared Statement of Michael Faenza 

The National Mental Health Association (NMHA), the country’s oldest and largest 
nonprofit organization addressing all aspects of mental health and mental illness, 
looks forward to working with the Committee as it embarks on the important work 
associated with reauthorization of the Substance Abuse and Mental Health Services 
Administration (SAMHSA). 

In partnership with our network of 340 State and local Mental Health Association 
affiliates nationwide, NMHA works to improve policies, understanding, and services 
for individuals with mental illness and substance abuse disorders, as well as for all 
Americans. Established in 1909 by a mental health consumer, NMHA’s philosophy 
has consistently been that the needs of consumers and communities must be at the 
center of all policy and practice concerns in the mental health and substance use 
fields. 

NMHA’s symbol is a bell, a bell cast from shackles and chains widely used in this 
country by State institutions that warehoused people with mental illnesses. The 
cruel history of what passed for care of people with mental illnesses is almost un- 
speakable. Suffice it to say that that history is marked by ignorance, loathing, and 
fear. Those shackles and chains are gone, but the underlying stigma and ignorance 
surrounding mental illness and substance use are not. 

Thus, we welcome the Subcommittee’s dedicated focus on mental health and sub- 
stance use services, a focus we hope will help erase the long history of stigma sur- 
rounding mental illness and substance use and help shape Federal policy to provide 
greater priority to these important public health problems. 

Deliberations on SAMHSA reauthorization arise at a critically important time. 
First, of course, we anticipate the imminent release of the final report of the Presi- 
dent’s New Freedom Commission on mental health. The Commission’s interim re- 
port has already provided a much-needed appraisal of the grave societal problems 
associated with the failure to make mental health a priority in this country. Indeed 
its hard-hitting assessment that the public mental health system is “in shambles” 
is a riveting message that should prompt an equally hard-hitting response. The 
Commission’s final report, recommendations and subcommittee papers will give the 
Administration, Congress and the mental health community a critical foundation for 
needed action. Indeed, publication of the Commission’s report, this hearing and 
those that may follow have a distinct urgency because they take place against a 
backdrop of real crisis. 

Last year, in announcing plans to establish a mental health commission, the 
President stated that “our country must make a commitment: Americans with men- 
tal illness deserve our understanding and they deserve excellent care.” Yet, he ac- 
knowledged, many people now “fall through the cracks of the current [mental 
healthl system.” 

The cracks in the mental health system are growing wider as States and localities 
grapple with record budget deficits. Recent estimates place collective State budget 
deficits for the 2003 fiscal year around $26 billion. In fiscal year 2004, States have 
reported $68.5 billion in shortfalls, an estimate that is expected to grow substan- 
tially in the coming months. In addition, the Federal budget continues to underfund 
effective, science-based mental health services, thus widening the 15-plus year gap 
between scientific discovery and community services application. 

THE CRISIS IN THE PUBLIC MENTAL HEALTH SYSTEM 

As was highlighted in the landmark 1999 report, Mental Health: A Report of the 
Surgeon General, there are vast disparities in availability and access to mental 
health services in this country, despite the enormous scientific and medical ad- 
vances that have been made in the diagnosis and treatment of mental disorders. 

The interim report of the President’s Commission is bluntly frank in stating that 
“the mental health service delivery system needs dramatic reform” because “it does 
not adequately serve millions who need care.” In fact, one out of every two people 
who need mental health treatment don’t receive it, and the rate is even lower — and 
the quality of care poorer — for ethnically and racially diverse communities. The re- 
port describes the system as “fragmented and in disarray . . . from underlying 
structural, financing, and organizational problems.” Those failings “lead to unneces- 
sary and costly disability, homelessness, school failure, and incarceration,” the Com- 
mission reported. 

The mental health delivery system in this country has long been underfinanced 
and overburdened. But economic recession and a rapid transition from budget sur- 
pluses to sharp deficits in 44 of the 50 States have placed their mental health sys- 
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terns in real jeopardy. Nearly two-thirds of States cut funding in 2002 for mental 
health services, and most States anticipate further cuts for the coming fiscal year. 
Such cuts mean further strains on the already under-funded public mental health 
system. States have already instituted such measures as reducing benefits, increas- 
ing the cost-sharing burden on low-income Medicaid recipients, requiring prior au- 
thorization for certain services (including mental health services); limiting access to 
needed medications through formularies and other mechanisms, and reducing the 
rates to providers. These cuts appear to be just the beginning. The situation in 2003 
is proving even more challenging as State after State has moved to cut funding for 
mental health services, reduce Medicaid eligibility levels, and restrict access to 
medications. 


MENTAL HEALTH REFORM 

The crisis in public mental health around the country requires more than just fis- 
cal relief. It also requires fundamental reform of the nation’s mental health “sys- 
tem.” We are proud to join fellow advocates in the mental health community in 
pressing for such reform, and urge the Committee to make realization of mental 
health reform a priority in your work on SAMHSA reauthorization. 

What is “mental health reform?” The Campaign for Mental Health Reform which 
NMHA and sister mental health organizations are launching proposes no single 
“fix.” Nor does the President’s Commission. But the call for mental health reform 
seeks to ensure that people of all ages with mental disorders do not fall through 
the cracks — that lives are not lost, and that recovery becomes a realistic goal. Men- 
tal health reform calls for mental illnesses to be treated with the same urgency as 
all other medical illnesses, and calls for recognition that mental health is fundamen- 
tal to health. Importantly, real reform requires national leadership and the adoption 
of specific policies to align now-fragmented systems to deliver needed services ra- 
tionally and to achieve markedly improved quality. 

Certainly, equal access to mental health care is a key goal we hope this committee 
will adopt, cognizant of the findings of the Commission and the 1999 Surgeon Gen- 
eral report that we are far from that goal. The barriers to equal access are formida- 
ble: lack of mental health parity in public and private insurance benefits, lack of 
parity in Federal funding relative to the prevalence of mental disorders and their 
resultant disability burden, and the enormous barriers stemming from poverty and 
the widespread failure to adapt service-delivery to unique cultural norms of those 
with mental health needs. 

Eliminating barriers to care — while critical — is itself only a first step. Mental 
health reform must also concern itself with the organization, financing, and quality 
of services provided, and with the goals of full community participation for children 
and adults and recovery from mental illnesses. We must be mindful not only of the 
vast numbers of people who do not receive needed mental health care, but of how 
often the services provided are inadequate and inappropriate. 

We speak colloquially of the problems affecting the “mental health system.” But 
as the President acknowledged in creating the Mental Health Commission, what we 
have instead is a fragmented delivery system in which people with mental disorders 
have contact with multiple, disconnected systems, including primary care providers, 
mental health service providers, hospitals, schools, child welfare programs, homeless 
shelters, substance abuse treatment facilities, and — sadly and too often — the justice 
system. Service provision is frequently based on what a system is willing to pay for, 
what is available in a particular geographic area, or what a provider is trained or 
willing to do, rather than on individual need and the application of state-of-the-art 
treatments and best practices. Not surprisingly, many people fall through the cracks 
altogether, leading some to refer to our nation’s “non-system” of mental health deliv- 
ery. 


THE NEED FOR A STRONG SAMHSA 

During this time of unprecedented crisis and opportunity in the mental health 
field, the importance of a strong Federal role for SAMHSA cannot be overstated. 
NMHA is a member of the Campaign for Mental Health Reform, which is also sub- 
mitting testimony today. The Campaign’s testimony discusses the need for Congress 
to provide SAMHSA with the funding and authority to help achieve system reform. 
In addition, following are some specific concerns that we would encourage the Com- 
mittee to consider as it reviews SAMHSA’s programs and authorities. 

• As the President’s Commission has noted, mental health is a public health 
issue. Like other major public health issues, it requires a public health approach. 
It is critical that we meet the complex needs of those with chronic mental illness. 
But we must also be concerned with the mental health of the entire community. 
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Mental health issues touch virtually everyone at some point in their lives. To be 
truly effective, the mental health system must work in collaboration with other 
health and human service systems and focus on mental health over the lifespan. We 
urge support for policies and corresponding appropriations for SAMHSA that em- 
phasize screening, prevention, the promotion of mental health, and access to treat- 
ment and services. 

• To illustrate the point regarding mental health and public health, one need only 
consider that the shocking attacks of September 11, 2001 targeted not only major 
national centers but our national psyche. Many Americans, especially children, bear 
psychic scars and lingering symptoms from the trauma of that horrific attack and 
the ongoing terrorist threat we face. The very purpose of terrorism is to create de- 
stabilizing psychological trauma. But despite our vulnerability to future terrorism, 
this country lacks the capacity to provide an effective mental health response to 
wide-scale disaster. This remarkable lack of preparedness in the face of an ongoing 
terrorist threat is itself a public health risk that must be faced. We urge the Com- 
mittee, accordingly, to make the mental health aspects of disaster-preparedness a 
high priority for SAMHSA in reauthorization legislation. 

• As inadequate as the adult mental health system is, the situation is even worse 
for children. When children’s mental health needs are addressed at all, the system 
for serving them is often treated as an extension of the adult system, and as a result 
truly child- and family-focused service planning and delivery is in short supply. In 
many cases, children with mental disorders are not served at all by the mental 
health system, but end up instead in other systems, such as juvenile justice. Across 
the country, young people with unmet mental health and substance abuse problems 
languish in juvenile detention facilities for lack of community resources. The confu- 
sion and neglect surrounding the needs of children and adolescents with emotional, 
behavioral, and learning problems is tragic and unacceptable. We urge the Commit- 
tee to give particular attention to the needs of children and to support policies that 
facilitate collaboration among child-serving systems, including mental health, sub- 
stance abuse, education, child welfare, juvenile justice, and primary care. We also 
urge you to support approaches that maximize child and family access to mental 
health services, such as the establishment of school-based mental health services 
and the “systems of care” approach employed by the Comprehensive Community 
Mental Health Services for Children and Their Families program. 

• The Commission’s important emphasis on the fragmented nature of mental 
health service-delivery highlights the need to foster cross-agency systems of care as 
a means of integrating the provision of needed services. But the Commission also 
wisely recognizes the role of the mental health consumer in his or her own care, 
and should be credited with emphasizing the vital role that “consumers” have in 
their own path to recovery. As the Surgeon General’s 1999 report on mental health 
also recognized, supporting and promoting consumer-run mental health services pro- 
vides enormous support to people in their recovery from mental illnesses. In that 
regard, we urge the Committee to examine and give appropriate statutory recogni- 
tion to the role that consumer self-help and technical assistance (TA) targeted to 
consumers play in recovery. 

• We urge the Committee to take cognizance as well of the role that community- 
based organizations play in stimulating mental health reform. With the critical need 
for more, and more effective, community-based mental health and substance-use 
services and the need to engage multiple governmental agencies to replace service- 
fragmentation with service-integration, one cannot overemphasize how critical a cat- 
alyst community-based organizations can be. The Center for Mental Health Services 
has long administered a program of community action grants to foster such commu- 
nity-planning toward improved service-delivery. Yet this relatively modest, highly 
effective grant program (along with consumer TA centers) has fallen prey to ill-ad- 
vised budget cutting. We urge the Committee to use reauthorization as a means to 
shore up cost-effective programs like community action grants and consumer and 
other technical assistance services. 

• Finally, with all the problems associated with mental health service-delivery, it 
is critical to recognize, as the President’s Commission did, that both access to men- 
tal health services and the quality of those services, are worse for ethnically and 
racially diverse communities than for the general population. To be effective, service 
delivery systems must address and respect the diversity among people and cultures. 
Instead, we have a system in which certain racial and ethnic communities, as well 
as other underserved populations, face glaring disparities in accessing culturally ap- 
propriate mental health services. We urge the Committee to consider proposals to 
focus Federal and State agencies on the mental health needs of underserved commu- 
nities as an important component of needed reform. 
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We look forward to working with the Committee on a mental health reform agen- 
da, one component of which is ensuring a strong Federal role for the Substance 
Abuse and Mental Health Services Administration. Thank you for this opportunity 
to share our views and concerns about these critically important issues. 
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Overview 


Tlit Ohio Student Survey 2002 is the fourth PRIDE Survey ol drug use patterns among 4th, 6th, 
and 8th gratis students throughout the state and the first statewide survey of 1 0th and 1 2th graders.* I his 
executive summary provides highlights describing alcohol, tobacco and oilier drug use and violence by 
Ohio’s elementary, middle, and hi git school students. 


Prevention Successes 

Most dramatically, and in all 19 drug 
categories, Ohio's students report using 
alcohol, tobacco and other drugs less frequently 
than their national counterparts. Prevention, 
intervention, and academic programs are 
giving Ohio’s students a healthy edge tor safe 
development. 

Compared to previous year surveys, Ohio’s 
youth are using Fewer drugs and the declines 
are seen across ethnic groups. Tor white 
students, use of dga relies, smokeless tobacco, 
cigars, beer, wine coolers, liquor, marijuana, 
cocaine, stimulants, depressants, inhalants, 
hallucinogens, heroin, and steroids has 
declined, Black students report decreased usage 


rates for cigarettes, smokeless tobacco, cigars, 
beer, wine coolers, liquor, marijuana, inhalants, 
and steroids. Although showing some potential 
trouble areas (see page 2), Hispanic students 
haw lowered their rates of use for cigarettes, 
cigars, beer, wine coolers, liquor, and inhalants. 

Ohio's students fee! safer both at school 
and. while not at school, compared to previous 
years, 

Risk and protective factor? encircle Ohio's 
students; protective factors have increased in 
many areas and risk factors have been reduced 
in other areas. 

*7wio separate survey questionnaires were wed; one 
designed Jo j 4lh graders and another designed for grades 6 
through 12. The questionnaires accommodate the different 
reading and dcudofimcnlol levels of students. 


Ohio Student Survey 2002 

Overview 


f 


Warning Signs 

Hispanic students reported more frequent 
use of dmg3 in most categories compared to 
their white, black, or other counterparts. In 
many cases, their rates of use also surpassed the 
national average. 

Especially among 6th graders, Hispanic 
students reported increased use of smokeless 
tobacco, marijuana, cocaine, stimulants, hal- 
lucinogens. and sLeroids since the 1 999 survey 
year, 

A slight increase in the use of cocaine 
by all 6 tli graders (0.9% in 2002 vs 0.8% in 
1999) may demand further investigation. 

While rates of bullying and most violent 
behaviors are down, more than half of the 
state’s 8th graders have felt threatened at school 
and a third of the state’s 6th graders reported 
being hurt while at school . 


Ensuring the increase of protective factors 
could mean additional work in encouraging 
students to participate in school and community 
activities. Although only a slight decrease was 
reported among sLudeuls, programming should 
be considered to prevent a trend in the decline 
of participation in future school and community 
activities. 

With students reporting a decrease in 
family involvement (only 33. 1 percent of this 
years 6th and 8th graders say their parents 
talk to them ‘’often” or "a lot” compared to 
37.3 percent in the previous survey), parent 
education and training programs may need to 
be reinforced to maintain this protective factor 
around Ohio’s youth. 

“Thinking about suicide” is another 
barometer to watch as (ewer students reported 
'‘never" thinking about suicide. EducaLors, 
parents, and community leaders may want to 
review depression- and suicide-prevention 
strategies. 
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How Often Ohio's 
Students Use Drugs 


Overview 

for the first time since Ohio has administered die PRIDE statewide survey, 1 0th and 12th graders 
participated. On the following pages, comparative data for annual use among 4th, 6th, and 8th graders 
during the current survey year and the 1 999, 1996. and 1 993 yearn demonstrate trends in drug use and 
violence behaviors, For 1 0th and 12th graders, comparison to national student rates of drug use and 
violence behaviors demonstrate how Ohio's youth rank against their counterparts who participated in the 
most recent national PRIDE survey year (2000-2001). 

Monthly usage rates for all categories and all grade levels can be found in the unabridged version of 
the Ohio Student Survey 2002: Alcohol, lobacco, Illicit Drugs, Violence, and Related Behaviors. This 
report is available through the Ohio Department of Acohol and Drug Addiction Services. 
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Cigarettes and 
Ohio’s Students 


Ohio Student 
Survey 2002 
Annual Ibe 


National Student 
Survey 2001 
Annual Lise 


Ohio 

Student 

Survey 

1993 

Annual 

Use 

4th Grade 

3,5 percent of 
students $aid 
they smoked 
cigarettes within 

ill? past year. 

6th Grade 
14.6 percent of 
students said 
they smoked 
cigarettes within 
the past year- 

8th Grade 
32.8 percent of 
students said 
diey smoked 
cigarettes within 
the past year. 


Ohio 

StUilcnJ 

Survey 

1996' 

Annual 

Use 

4th Grade 

3.3 percent of 
students said 
they smoked 
cigarettes within 
the past year. 

Gth Grade 
14.8 ik; merit of 
students said 
they smoked 
cigarettes within 
the past year, 

8th Grade 
38.7 percent of 
sludenis said 
they smoked 
cigarettes within 
the past year. 


Ohio 
Sruilrtiti: 
Survey 
J 999 

Annual 

Use 

4th Grade 

3.2 percent of 
students said 
they smoked 
cigarettes within 
the past year. 

6th Grade 

14.3 percent of 
students said 

l hp.y smoked 
cigarettes within 
the past year. 

8 th Grade 

36.4 percent of 
students said 
they smoked 
cigarettes within 
the past year. 


4th Grade 

2.2 percent of students 
said they smoked cigarette* 
within the past year. 

6th Grade 

8.1 percent of students 
said they smoked cigarettes 
within the past year. 

8th Grade 

22.7 percent of students 

said they smoked cigarette* 
within the past year. 

1 0th Grade 

35.9 percent of students 
said they smoked cigarettes 
within the past year. 

12th Grade 

44.2 percent of students 
said they smoked cigarettes 
within the past year. 


4th Grade 

2.5 percent of students 
nationwide said they smoked 
cigarettes within the past year. 

6th Grade 

10.3 percent of students 
nationwide said they smoked 
cigarettes within the past year. 

8th Grade 

26.8 percent of students 
nationwide said they smoked 
cigarettes within the past year, 

10th Grade 

40.5 percent of students 
nationwide said they smoked 
cigarettes within the past year, 

12th Grade 
48.1 percent of students 
nationwide said they smoked 
cigarettes within the past year. 
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Multi-Year Comparison 



8th 10th I2lh 


CiGARETTES 



4th 6th 8 th I Oth 12th 


Implications 

Ohio's 6th graders have reported a dramatic decrease in the use oi cigarettes sjnee 1993, 1996 and 1999 (14.6%, 14.8%, 
and 1 4.3%, respectively i>s. 8.1% for 2002). Findings among 8th graders reflect a similar trend, with a 37 percent decrease 
in cigarette use between the last survey year and 2002. Most important to Ohio’s tobacco prevention efforts is the fact that 
these groups of Ohio’s youth, as well as the first-lime surveyed 1 Oth and 12lh graders, report cigarette use decreasing at a more 
rapid rate than the rest of the nation. 
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Beer and 
Ohio’s Students 


Ohio Student 
Survey 2002 
Annual Use 


National Srudcm: 
Survey 2001 
Animal Use 


Ohio 

Student 

5urvev 

1993' 

Annual 

Use 

4th Grade 

9.6 lirrcEiil i>f 
students said 
lliey drank beer 
within the pas*, 
year. 

6th Grade 

20.6 percent of 
students said 
they drank beer 
within the past 

6th Grade 

40.6 percent »( 
students said 
they drank beer 
within the part 


Ohio 

Student 

Survey 

1996 

Annual 

Use 

4th Crade 

7.1 percent of 
students said 
they drank beer 
within the past 
year. 

6th Grade 

17.1 percent of 
students said 
they drank beer 
within ihe past 
year. 

8th Grade 
40.4 percent of 
students said 
they drank beer 
within the past 
year. 


Ohio 

Student 

Survcv 

1999 

Aiwu-il 

Use 

4th Grade 

6,3 percent of 
students said 
they dunk beer 
within the past 
year. 

6th Grade 

16.7 percent ol 
students said 
they ilpLnk h«r 
within the past 
year. 

8th Grade 

38.1 percent of 
students said 
they drank boer 
within the past 
year. 


4th Grade 

5.4 percent of students said 
they drank beer within the 
past year. 

6th Grade 

1 1.7 percent of students 
said they drank beer within 
the past year. 

8th Grade 

30-0 percent of students 
said they drank beer within 
the past year. 

1 Oth Grade 
52.3 percent of students 
said they drank beer within 
the past year. 

1 2th Grade 

61.8 percent of students 
said they drank [jeer witlun 
the past year. 


4th Grade 

6.1 percent of students 
nationwide said they drank beer 
within the past year. 

6th Grade 

14.5 percent of students 
nationwide said they drank beer 
within the past year. 

8th Grade 

33.9 percent of students 
nationwide said they drank beer 
within the past year. 

10th Grade 

52.9 percent of students 
nationwide said they drank beer 
within the past year. 

12th Grade 
62.4 percent of sLudents 
nationwide said they drank beer 
within the past year. 
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Beer 



4 th 6 th 5th 10th 12th 


Implications 

Sixth and 8th graders are using beer at decreased rates since the 1 999 and previous years’ surveys. Approximately one in 
10 of the 6th graders surveyed has used beer in the past year compared to one in five 6th graders at the time of the first Ohio 
survey in 1993. Compared to national trends, students from all four of the Ohio grades that participated in the survey reported 
consuming beer at lower rates than their counterparts around the nation. 
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Wine Coolers and 
Ohio’s Students 


Ohio Student' 
Mirwv 2002 
Annual Use 


National Student 
Survey 200 1 
Annual Use 


Ohio 

Student 

Survey 

1993 

Annual 

Use 

4th Grade 
8.7 percent of 
students said 
they drank wine 
coolers within 
the past year. 
6th Grade 

20.6 percent of 
students said 
they drank vine 
coolers within 
the past year. 

8th Grade 

40.6 percent of 

students said 
they than k win* 
coolers within 
the past year. 


Ohio 

Student 

Survey 

1996 

Annual 

U*? 

4th Grade 

5.8 percent of 
sty dents said 
they drank wine 
coolers within 
■lie past year. 

6th Grade 
18.4 percent of 
students said 
they (hank wine 
coolers within 
the past year. 

8th Grade 

39.7 percent of 
students said 
they drank wine 
coolers within 
the past year. 


Ohio 

Srtitk'nt 

Survey 

1999 

Annual 

Use 

4th Grade 

5,6 percent of 
students said 
they drank wine 
coolers within 
the past year. 

6tH Grade 
18.9 percent s: 
students smd 
they drank wine 
coolers within 
the past year. 

8 th Grade 
41.0 percent of 
students said 
they drank wine 
coolers within 
the past year. 


4th Grade 

5.6 percent of students said 
they drank wine coolers 
within the past year. 

6th Grade 

15.8 percent of students 
said they drank wine 
coolers within the past year. 

8th Grade 

35.4 percent of students 

said they drank wine 
coolers within the past year. 

10th Grade 

49.5 percent of students 
said they drank wine 
coolers within the past year. 

12th Grade 

52,4 percent of students 

said they drank wine 
coolers within the past year. 


4 th Grade 

6.4 percent of students nation- 
wide said they drank wine coolers 
within the past year. 

6th Grade 

17.5 percent of students 
nationwide said they drank wine 
coolers within the past year. 

8th Grade 

35.9 percent of students 
nationwide said they drank wine 
coolers within the past year. 

10th Grade 

49.0 percent of students 
nationwide said they drank wine 
coolers within the past year. 

1 2th Grade 

54.4 percent of students 
nationwide said they drank wine 
coolers within the past year. 
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Wine Coolers 


Ohio vs ihe Nation 



I m plications 

While use of wine coolers by 4th graders remained the same between 1 999 and 2002, 6th and Bill graders drank wine coolers 
less frequently during the past year compared to 1 999 reports (6th graders: 1 5.8% vs 1 8.9% and 8th graders: 3 3.4% vs 41 .0%). 
Ohio’s I OlIi graders drink wine coolers at similar rates as their national counterparts, while 1 2th graders drink wine coolers at rates 
below the national level (52.4% vs. 54.5%, respectively). 
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Liquor and 
Ohio’s Students 


Ohio Student 
Survey 2002 
Annual Lise 


National Student 
Survey 2001 
Annual Use 


Ohio 

Student 

Survey 

1993 

Animal 

Use 

4th Grade 

2.5 percent of 
students said 
they drank liquor 

wiiliiji die past 

year. 

6th Crade 

9.3 percent of 
students said 
they drank liquor 
willliil '.lie pas I 
year, 


1. 


8th Grade 
28.7 percent of 
students said 
they drank liquor 
within the past 
year. 


Ohio 

Student 

Survey 

1996 

Annual 

tbo 

4th Grade 

1.5 percent i>f 
students said 
they drank liquor 
within the past 

6th Grade 

6.4 percenl of 
(Indent? said 
they drank liquor 
within the past 
year, 

8th Grade 
26.7 percent of 
students said 
they drank liquor 
within the past 
war. 


Ohio 

Student 

Survey 

5999 

Ufv 

4th Grade 

1 .6 percent of 
students said 
they drank liquor 
within the past 


6lh Grade 

6.4 percent of 
students said 
they drank liquor 
within the past 


8th Grade 
25.7 percent ut 
students said 
they drank liquor 
within the past 


4 th Grade 

1 .7 percent of students Said 
they drank liquor within the 
past year. 

6th Grade 

5.2 percent of students said 
they drank liquor within the 
past year. 

8th Grade 

21 .0 percent of students 
said they drank liquor 
within the past year. 

10th Grade 
46.3 percent of students 
said they drank liquor 
within the past year. 

12th Grade 

59.2 percent of students 
said they drank liquor 
within the past year. 


4 th Grade 

2.1 percent of students nation- 
wide said they drank liquor 
within the past year. 

6th Grade 

7.5 percent of students 
nationwide said they drank liquor 
within the past year. 

8th Grade 

26.7 percent of students 
nationwide said they drank liquor 
within the past year. 

10 th Grade 
50.6 percent of students 
nationwide said they drank liquor 
within the past year. 

12th Grade 

62.5 percent of students 
nationwide said they drank liquor 
within the past year. 




Liquor 



Implications 

Fnr 4th, 6th. 8th graders, rates for annual use of liquor decreased compared to their counterparts in previous years. Eighth 
graders reported an 1 8 .0 percent decrease in use, from 23.7 percent of students using liquor in 1 999 to 2 1 .0 percent of students 
reporting liquor use in the moat recent survey, Again, at all grade levels, compared to the rest ol the nation, Ohio’s youth are 
reporting less annual use of liquor. 
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Marijuana and 
Ohio’s Students 


Sruilcrii 

Survvv 

1993 

Annual 

Use 


4th Grade 
0-3 percent at 
students slid 
they smoked 
marijuana within 
the past year. 

6th Grade 
1.1 percent ol 
students said 
they smoked 
marijuana within 
the past year. 

8th Grade 

7,4 percent of 
students said 
they smoked 
marijuana within 
the pant year. 


Ohio 

Student 

SufVL’V 

1996' 

Annual 

Use 

4th Grade 
0.6 percent of 
students said 
they smoked 
marijuana within 
the past year. 

6th Grade 

2.7 percent of 
students said 
they smoked 
marijuana within 
tiie past year. 

8th Grade 
16.2 percent of 
students said 
they smoked 
marijuana wilmti 
the pas I year. 


Ohio Student 
Survey 2002 
Annual Use 


National Student 
Survey 2001 
Annual Use 


Ohio 

Student 

Sitfvfv 

1999 

Annual 

Use 


4th Grade 

0-5 percent of students 
said they smoked marijuana 
within the past year. 


4th Grade 

0.7 percent (il students 
nationwide said they smoked 
marijuana wit}) in the past year. 


4th Grade 

6th Grade 

Sth Grade 

2,5 percent ol stud cuts 

3.6 percent of students 

0.6 percent of 

said they smoked marijuana 

nationwide said they smoked 

they smoked 

within the past year. 

marijuana within the past year, 

marijuana within 

the |x»k| year. 

Sth Grade 

Sth Grade 

13.4 percent of students 

1 5.0 percent of students 

6th Grade 

said they smoked marijuana 

nationwide said they smoked 

3.0 percent of 
students said 
they smoked 

within the past year. 

marijuana within the past year. 

marijuana within 

10th Grade 

10th Grade 

the pasl year. 

30.1 percent of students 

3 1 .5 percent of students 

8th Grade 

16-2 percent <if 

said they smoked marijuana 

nationwide said they smoked 

within the past year. 

marijuana within the past year. 

students said 
they smoked 

12th Grade 

12th Grade 

marijuana within 

36.6 percent of students 

39.0 percent of students 

the past year. 

satJ they smoked marijuana 

nationwide said they smoked 


within the past year. 

marijuana within the past year. 





65 



Marijuana 



Implications 

Marijuana use among Ohio's youth, although decreased from previous years, has experienced the least decline ot all the 
different drug categories tor 4th, 6th, and 8th graders. Marijuana use among older students continues at rate* that demand 
attention. During the past year, more than one in 1 0 of the 6th graders surveyed reported using marijuana: nearly three in 10 
of the 1 0th graders surveyed used marijuana: and more than one in three 12th graders surveyed used marijuana. Despite the 
continued use, Ohio's youth smoke marijuana less Lhan Liieir counterparts across the nation. 
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Inhalants and 
Ohio’s Students 


Ohio Stiideni 
Survey 2002 
Aiitui.il U<e 


National Student 
Survey 200 1 
Annual Use 


Ohio 

Student 

Survey 

1993 

Annual 

Use 

4 th Grade 

7.9 percent :i( 
student* said 
they used 
inhalants within 
the past year- 

6th Grade 

3.3 percent of 
students siid 
they used 
inhalants within 
the past year. 

8th Grade 

5.8 percent of 
students said 
they used 
inhalants within 
the past year. 


Ohio 

Student 

Survey 

1996 

Annual 

Use 

4th Grade 

6.7 percent of 
students saic 
they used 
inhalants writhm 
i he pa>t year. 

6th Grade 

4.4 percent of 
students said 
they used 
inhalants within 
the past year. 

8th Grade 

10.4 percent of 
students said 
they used 
Inhalants within 
I he purl year. 


Ohio 

SruvJcm 

Survey 

1999' 

Annual 

line 

4th Grade 
6.7 percent of 
students said 
they used 
inhalants within 
the past year. 

6th Grade 

4.5 percent of 
students said 
they used 
inhalants within 
the past year. 

8th Grade 

8,1 percent of 
students said 
they used 
inhalants within 
the past year. 


4th Grade 

2.9 percent of students said 
they used inhalants within 
the past year. 

6 th Grade 

3.4 percent of students Said 
they used inhalants within 
llie past year. 

8th Grade 

5.0 percent ol students said 
they used inhalants within 
the past year. 

1 Oth Grade 

5.0 percent of students said 
they used inhalants within 
the pits l year. 

12 th Grade 

4.2 percent of students said 
they used inhalants williui 
the past year, 


4th Grade 
4,0 percent of students 
nationwide said they used 
inhalants within the past year. 

6th Grade 

3.8 percent of students 
nationwide said tliey used 
inhalants within the past year. 

8th Grade 

6.7 percent of students 
nationwide said they used 
inhalants within the past year. 

10th Grade 

5.3 percent of students 
nationwide said they used 
inhalants within the past year. 

12lh Grade 

5.6 percent of students 
nationwide said they used 
inhalants within the past year. 
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Mulli-Ycjr Comparison 


Inhalants 


Ohio vs the Nation 



4th 6th 8th I Oth 1 2th 


4 th 6th 8 th 10th J2th 



Implications 

Inhalant use has been reported most commonly among 8th graders across the nation, from an all-time high with 10.4 
percent of Ohio’s 8th graders reporting inhalant use in 1996, this year's report shows a 50 percent decline in use among 
this cohort (5.046 vs I 0.4%}. Also, Ohio's 4th graders made dramatic progress in reducing inhalant use from 7.9 percent in 
1993 to 2.9 percent in the 2002 survey. Compared to national data, Ohio’s youth arc using inhalants less frequently in all 
live reporting age groups. 
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Emerging Trends 
in Drug Use 


Ecstasy 


1 


H 


Ohio Youth -2002 


% who reported having used 
Ecstasy within past year 


(i 


to 



6th 8th 10th 12th 


For tile first year. Ohio asked its 6th, 8th, I Oth, and 12th 
graders about their use of Ecstasy and OxyContin, two illicit 
drugs receiving national attention and reported by youth admitted 
to drug treatment or other services. 

Information 

MDJVIA is a syndic lie, psycho active drug with both stimulant 
(amphetamine-like) and hallucinogenic (LSD-hke) properties. 
Street names for MDMA include Ecstasy, Adam, XTC, hug, 
beans. ’‘X," and love drug. Its chemical structure (3-4 methylene- 
dioxymethamphetamine, “MDMA”) is similar to mcLh amphet- 
amine, mcthylcncdioxyaniplielamine (MDA), and mescaline - other 
synthetic drugs known to cause brain damage. 

MDMA is neurotoxic. In high doses, it can cause a sharp 
increase in body temperature (malignant hyperthermia) leading to 
muscle breakdown and kidney and cardiovascular system failure. 

Implications 

Data on the use of Ecstasy is currently being collected lor 
PRIDE’s national sample. However, compared iu data irom the 
Monitoring the future (MTF) SLudy for its most recent year of data 
(200 1 ). Ohio's youth are using Ecstasy at near-equal rates com- 
pared to their national counterparts, Nationally, MTF reports 8th, 

1 0th. and 1 2lh grader use of Ecstasy within the past year was 3 .5%, 
5.4%, and 9.2%, respectively. In Ohio, the usage rates were 3.1%, 
6.4%, and 8.9%, respectively. 
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Emerging Trends 
in Drug Use 


Information 

OxyContin contains oxycodone, a strong narcotic pain reliever 
similar In morphine. It is u prescription drug used to help relieve 
pain that is moderate to severe m intensity, it may interfere with a 
person’s ability to perform normal tasks that require full attention. 

Implications 

OxyContin use appears to be affecting Ohio's youth at a rate 
worth noticing. More than one in twenty 1 2th graders (5.7%) and 
I Oth graders (5.2%) reported using OxyContin, while 2.4 percent 
ot 8lh graders and I . I percent of 6th graders said the same. 

Since it is suspected that one source of OxyContin for youth it 
from prescriptions of family members, it might be prudent to distrib- 
ute patient education materials warning patients of the importance of 
protecting medications from theft and of not allowing anyone else to 
use the prescription drug. 

In addition, OxyContin has been identified as a gateway to 
heroin use in Ohio; preventing OxyContin use could lead to keeping 
Ohio's young away from the harmful effects ot heroin addiction. 
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OxyContin 


Ohio Youth -2002 


% 

12 

It 

10 


% who reported having used 
OxyContin within past year 



6th 8th 10th 12th 


I 


Population Differences 

Ethnic Minority Populations vs the General Population 


Ohio’s statewide database of self-reported drug use and drug-related behavior* reflects patterns among 
subpopulations that can help to direct prevention programming. Data from respondents have been analyzed for 
students self- identifying as white, black, or Hispanic. 

Careful consideration should be given to participant responses to determine targeted programming and 
specific group needs to address a total reduction in drug use and related behaviors. 


1 . 


Hispanic vs Black, White Students 

• Most noticeably, in nearly every category, 
Hispanic students have reported more 
tobacco, alcohol, and other drug use and 
many times surpass the usage rates of stu- 
dents nationwide {sec figures oil this page 
and lacing page). 

text continued on page 20... 
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Population Differences 



Population Differences 



...continued from page IS 

Black vs White 
Students 

• For 4th and 6th grade 
blacks, usage rates exceed 
l hose for whiles in several 
categories: 

4th grade: Use of 
cigarettes, smoke- 
less tobacco, beer, 
wine coolers, liquor, 
marijuana, and the 
category “other 
drugs” were found to 

fie higher fur blacks 


Black,' 'White Drug Use Comparison 



cigarettes smuLsItss 
tobacco 


m.iri)u.ira inhalants 


compared to whites; however, lower for blacks compared to Hw panics (data not shown). 

6lb grade: Use of cigarelles, cigars, beer, wine coolers, liquor, marijuana, cocaine, stimulants, depres- 
sants, hallucinogens, heroin, steroids, Ecstasy, and OxyContin were found higher for blacks compared 
to whites. Only smokeless tobacco and inhalants were reported less frequently among blacks compared 
to whites. 


Of note, as black students advance toward 6th, l Oth and 1 2th grade, usage trends decline and become 
lower than rales lound among the same age white students. For example, black 6th graders reported less 
use of cigarettes, smokeless tobacco, beer, cocaine, stimulants, depressants, inhalants, hallucinogens, ste- 
roid?, F.cslasy and OxyContin than white 8th graders. 
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Population Differences 


Black/White Drug Use Comparison 


% who reported having used specified drug 
within past year 




il it ii ii ii ij ill 

cocaine dimularcts depresaarii luluciic^em heroin steroids Ecstasy OxyContin 


Conversely to the 4 th and 6th grade reports, 1 Olh and Idtfi grade 
blacks reported less use of drugs in all areas except marijuana, 
heroin, and steroids. The. figure to the right demonstrates the 
overall usage rates for any tobacco, alcohol, or illicit drug use- 


Black/White 
Drug Use Comparison 
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When and Where 
Students Use Drugs 


As in past surveys. Ohio’s students continue to say that most use of tohacco, alcohol, and drugs occurs m 
places other than school and at times other than school hours. 

For all grade levels, weekends are the most popular time to use tobacco, alcohol, or illicit drug 5. After- 
school hours were the second most popular time for using tobacco, alcohol, or illicit drugs for all age groups, 
and use of these substances before school was the third most popular time. 


When Students Use Drugs 
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When and Where 
Students Use Drugs 


Tor senior high students ( f Oth and 1 2th graders) . ike most popular place lor using tobacco, alcohol, and 
illicit drugs was reported to He a friend's house. Junior high students (6th and 6th graders), on the other 
hand, reported using tobacco <it home at the same rate as using tobacco at a friend’s house, yet reported using 
alcohol at home more frequently than at a friend’s house. For this age group, other illicit drug use occurred 
most frequently at a friend's house. 


Where do you use tobacco/alcohol/illicit drugs? w, 


6th Stti I Oth 12th 6th 8 th 10th 12th 6th Srti (0th 13th 

tobacco alcohol illicit dreg t 


Ohio Student Survey 2002 

Safety and 
Ohio’s Youth 


In the wake ol September I i, the safety of our children has been ol lop concern for parents, school offi- 
cials, and community leaders. Nationally, it was hoped students would respond t» security threats with reason 
and assurance that weapons and bullying behavior* were not to be tolerated and overall threats to safcLy were 
nonexistent. The survey results bring mixed news. 

As m past surveys, Ohio s 4th, 6th, and 8th graders answered I 1 questions related to guns, violence, and 
the fear of being hurt; and, tor the first time, 1 Oth and 1 2th graders also responded to these 1 1 questions. 

4th Graders Respond 

In general, 4th graders are feeling safer both at school and while not at school as compared to previous 
survey years. However, nearly a third (32.4%) of 4th grade students reported being threatened by another 
student at school during the 2002 year, an increase from 3 1 .6 during the 1 999 survey year. 


While at school afraid student will hurt you? 
While not aL school afraid student will hurt you? 
While at school been threatened by student? 
While not at school been threatened by student? 
While at school been hurt by student? 
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Safety and 
Ohio’s Youth 



6th 8th 10th |2th 
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Feeling Safe or Not? 

How safe do Ohio’s children feel at 
school? Students responded to questions 
asking if they were a 1 raid a student might 
hurt them, if they had been hurt by a 
student using a gun, knife or club, or by a 
student, who hit, slapped, or kicked them. 

For 6th, 8th, and I Oth graders, more 
than one in four students are afraid they 
may be hurt by another sLudent, while 
less than one in five 1 2th graders fee! the 
same. 

Violence (hitting, slapping, or kick- 
ing) at school i$ occurring at rates that 
warrant additional prevention and inter- 
vention activities to reduce harm to the 
state’s youth. Nearly half of all 8th grad- 
es surveyed reported being threatened 
aL school. Nearly one third (30.2%) of 
Ohio’s 6th gradm report being hurt at 
school, while 8th . 10th, and 1 2 th graders 
report being hurt at decreased, hut still 
noticeable, rates (27.3%, 19.4%, and 
13.2%, respectively). 
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Safety and 



Ohio’s Students 


6th 3 th 10th 1 2 th 


Have you been hurt by 
a student who hit. 
slapped, or kicked you 
at school? 


6th Sth 10th ttth 





Risk and Protective 
Factors 


How Ohio Works to Protect Its Students 

The Ohio Student Survey 2002 asked respondents to answer questions related to protective and risk factor#. 
Researchers have identified several risk factors, which are linked to a higher incidence of drug and violent behaviors, in each 
of four student environmental circle# or domains (school, community, family, and individual). Protective factors in these 
domains have also been identified and linked to a lower incidence ol drug and violent behaviors. 

Data from this year can be compared to the previous year surveys to explore ways of improving sale environments for 
Ohio’s youth and to determine what risk factor* may jeopardise the safety of its youth. Responses from 6th and 8th graders 
are highlighted herein: for more complete details, please refer to Table I . page 34-35 and the unabridged version of the 
Ohio Student Survey 2002. 



Join in community 
activities 


Attend church 
or synagogue 


Take part 
in gangs 


In The Community 

Community risk factors include: 
low neighborhood attachment (“never’* 
or “seldom” participating in community 
activities, church, or synagogue), community 
disorganization and norms favorable toward 
drug use and violence (student participation 
in gangs). 

Community protective factors include 
supportive networks and social bonds (par- 
ticipating in community activities, church or 
synagogue “often” or “a lot"). 

During the last three survey years, 

6th and 6th graders have reported a decline 
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Risk and Protective 
Factors 


in some protective factors. While more students arc reporting that they never participate in Kangs during the last year, fewer 
students ate reporting involvement in community activities compared to 1 999 and 1 996. 1 lie lower community involvement 
rates thus translate tn more students considered at-risk, by "never. 'seldom ” participating in community activities. 


At School 

School risk factors include: academic failure ("never/seldorn" making good grades); low commitment to school ("never;' 
seldom”) joining in school activities; and early ami-social behavior (getting into trouble at school “often" or "a lot”). 

School protective factors include: high academic expectations, goal setting, and mastery (making good grades '‘often 1 ’ or 
“a Sot”); active involvement in extracurricular activities sponsored by the school (joining in school activities “often’ or “a lot ); 
and pro-social development (“never/seldom” getting into trouble at school). 

Students in grades 6 and 6 have reported 
increased levels of protective factors since the 
1 999 and 1 996 surveys, with, more students 
reporting making good grades and not getting 
into trouble at school. Involvement in school 
activities has declined, however, with only 58.2 
jicrccm of this year’s respondents reporting join- 
ing in school activities oftcry'a lot, compared to 
59.8 percent and 61 .4 percent m the previous 
survey years. This decline puts 26 percent of 
6th and 8lh graders at risk, compared to 23.9 
percent and 22.6 percent in previous years. 
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Make good 
grades 


Join in 

school activities 


Trouble 
at school 


J 


Risk and Protective 
Factors 


Within the Family 

Family risk factors include: weak parental attitudes toward use (parents “never” or "seldom” talking tn their children 
about the harmful effects of using drugs); and family management problems (parents “never or “seldom setting clear rules 
and “ never” or “seldom” enforcing those roles). 

Family protective factors include: strong parental attitudes against adolescent drug use (parents talking to their children 
about the harmful effects of using drugs “often” or "a lot”); parents have clear expectations of their children (parents setting 
clear rules "often” or "a lot”); and discipline (parents punishing their children “often” or "a lot” when they break the rules). 

In general, family involvement was reported at slightly lower levels in the 2002 survey compared to the previous two 
surveys. Only 33.1 percent of this year’s 6th and 8th grade respondents say their parents talk to them “oheiT or “a lot” about 
drugs, compared to 37.3 percent and 33.5 percent who said the same in 1 999 and 1 996, respectively. With fewer parents 

talking to their children about drugs, more 
children hccomc at risk as they report their par- 
ents "never/seldoni” talk to them about drugs 

<35.4%-l996; 32.8%- 1 999; and 36.6%- 
2002). Parents setting and enforcing clear 
rules "often” or “a lot” also declined since 
previous years; and parents "never/seldom” 
setting dear rules increased to 9.7 percent Irom 
9.0 percent in 1 999 and 8,5 percent in 1 996. 
Parent education and training programs may 
need additional reinforcement to maintain this 
protective factor for Ohio’s youth. 
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Risk and Protective 
Factors 


Within the Individual 

Individual risk factors include: anti-social behavior in early adolescence and rebelliousness (threatening to harm others 
and getting in trouble with the police): and alienation (thinking about suicide '“often” or “a lot”). 

Individual protective factors include: respect for authority ('‘never” threatening to harm students or teachers and 
never getting into trouble with the police); feeling of belonging, higher respect for self (thinking about suicide ‘‘never” or 
' ‘seldom”). 

In this influential circle, more of Ohio's 6th and ftth graders (61.8%) report “never” threatening students or teachers 
compared to respondents of the 1 999 (58.7%) or 1 996 (58.0%) survey. Dishearteningly, however, fewer respondents in 
this age group reported “never” getting in trouble with the police and never or seldom thinking about suicide; thus, 
more students become al risk as they report getting in trouble with police (2 1 ,6%- 1 9%; 2 1 ,0%-l 999 vs 23.6%-2002), 
and thinking “often” or “a lot” about suicide 

( 5 . 2 %- 1996 : 5 . 3 %- 1999 ; 5 . 3 %- 2002 ). 

Educators, parents, and community leaders 
rnay want to review depression' and suicide- 
prevenlion strategies. 
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Ohio Student Survey 
2002 Tables 


Table I . Percentage of 6th, Sfh, I Oth, 1 2th Graders Who Report Use of Alcohol, Tobacco or Other Drugs 


Annual Cigarette Use 



Natl* 

Ohio 


2000-01 

2001-02 

6th Grade 

10.3 

8.1 

8th Grade 

26.8 

22.7 

1 Oth Grade 

40.5 

35.9 

12 th Grade 

48,1 

44.2 

Total 

29.6 

25.4 

Annual Smokeless Tobacco Use 


Mail 

Ohio 


2000-0 1 

2001-02 

6th Grade 

3.1 

2.3 

6th Grach 

7.8 

6 1 

1 Oth Grade 

12.4 

12.0 

12th Grade 

13.0 

14.9 

Total 

9.0 

8.0 

Annual Cigar Use 



Nat’l 

Ohio 


2000-0 1 

2001-02 

6th Grade 

4-4 

2.9 

8ih Grail? 

12.4 

9.6 

10th Grade 

22.9 

202 

1 2;h Grad: 

32.1 

28.3 

Total 

16.3 

13.5 


Annual Beer Use 



Nat'l 

Ohio 


2000-01 

2001-02 

6th Grade 

14.5 

1 1.7 

8th Grade 

33.9 

30.0 

10th Grade 

52-9 

52.3 

12th Grade 

62.4 

61.6 

Total 

38.5 

35.6 


Annual Wine Cooler Use 



N,\fl 

Ohio 


2000-01 

200;- -02 

6th Grade 

•7.5 

15.3 

6lh Grade 

35.9 

354 

10th Grade 

49.0 

49.5 

1 2th Grade 

34.4 

52.4 

Total 

37.6 

36.0 


Annual Liquor Use 



Nat'l 

Ohio 


2000-111 

2001-02 

6th Grade 

7.5 

5.2 

8th Grade 

26.7 

21.0 

1 0th Grade 

50.6 

46.3 

12th Grade 

62.5 

59.2 

Total 

33.8 

29.1 

Annual Marijuana Use 


Natl 

Ohio 


2000-01 

2001-02 

6th Grade 

3.6 

2.5 

8th Grade 

15.0 

134 

: Oth Grade 

35.5 

30.1 

12th Grad? 

39.0 

36.6 

Total 

20.3 

18.3 

Annual Cocaine Use 



Nat'l 

Ohio 


2000-01 

2001-02 

6th Grade 

1.4 

0.9 

6th Grade 

2.H 

2.2 

lOih Grade 

4.7 

4,7 

12;:. Grade 

7.9 

6.4 

local 

3.0 

3.2 


Annual Stimulant Use 



Nat'l 

Ohio 


2000-01 

2001-02 

6th Grade 

1.7 

1.1 

8th Grade 

4.2 

3.0 

1 Oth Grade 

9. ! 

6,6 

12 th Grade 

12.3 

7.3 

Total 

0.2 

4.1 

Annual Depressant 

Use 


Nat'l 

Ohio 


2000-0! 

2001-02 

Gth Grade 

1.6 

1.2 

Bth Grade 

3.6 

3.3 

Jr. High 

2.7 

2.2 

10th Grade 

7.5 

7.3 

1 2th Grade 

9,8 

7.6 

Total 

5.1 

4.4 


*MimI rr cert PRIDE 
Nftligral dal a 
from 2000-2001. 
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Table I . continued 


Annual Inhalant Use 


Annual Steroid Use 



Nill'l* 

Ohio 


Nat'l 

Oh:o 


20004)] 

2001432 ! 


20004)1 

2001-02 

6th Grade 

3.9 

3.4 

6th Grade 

;.9 

1.2 

6th Grade 

6.7 

5.0 

Sth Grade 

3.1 

2.0 

10th Grade 

5.3 

5.0 

1 0th Grade 

3.3 

3.1 

12 th Grade 

5.6 

4.2 

! 12th Grade 

4.0 

3.0 

Total 

5.4 

-.4 

Total 

3.0 

2.2 

Annual Hallucinogen 

Use 

: Annual Ecstasy Use 



Nat'l 

Ohio 


Nat 1 ; 

Ohio 


2000-01 

2001-02 


2000-01 

2001-02 

6th Grade 

1.3 

0.9 

6;h Grade 

na 

0.9 

Sth Grade 

3.1 

2.4 

5th Grads 

na 

3.1 

1 0;h Grade 

7.1 

5.5 

1 0th Grade 

na 

6.4 

!2;h Grade 

11.3 

7.8 

12 th Grade 

na 

6.9 

Total 

5.0 

3.6 

Total 

na 

4.3 

Annual Heroin Use 






Nat'l 

Ohio 





2000-0 i 

2001-02 




6th Grade 

1.2 

0.8 




Sth Grade 

2.0 

1.6 




1 0th Grade 

3.0 

2.6 




12th Grade 

4.4 

3.2 




Total 

2.5 

1.9 
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Annual OxyContin Use 

Annual Illicit Drug Use 


Nat'l 

Ohio 


Nat'l 

Ohio 


2000-01 

2001-02 


20004)1 

2001-02 

6th Grade 

na 

1.1 

6th Grade 

7.2 

6.2 

Sth Grade 

lU) 

2.4 

Sth Grade 

19.8 

17.2 

10th Grade 

na 

5.2 

1 Olh Grade 

34.4 

32.9 

12th Grade 

na 

3.7 

I2ih Grade 

41.4 

38.8 

Total 

na 

3.3 

Total 

23,9 

21.3 

Annual Any 

Tobacco 

Use 





Natl 

Ohio 





2000-01 

2001-02 




6th Grade 

12.0 

9.4 




Sth Grade 

30.4 

25.6 




10th Grade 

46.2 

41.6 




12th Grade 

55.6 

51.5 




Tola: 

33.9 

29.2 




Annual Any Alcohol 

Lise 





Nat'l 

Ohio 





2000-01 

2001-02 




Gt’n Grade 

24.0 

20.9 




6th Gride 

47.7 

44.5 




10th Grade 

65-5 

63J 




12th Grade 

74.6 

73.6 


• Mon 

recent PRIDE 

[btal 

50.6 

<7.7 


Ip 

National data 
2000-20(1). 
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Table 2 , Risk and Protective Factors Ohio 2002, 1 099, 1996 Grades 6 and S 


3.7.1 Community - Risk Factors: 

W02* 

W99 

W96 

B02 

B99 

B96 

H02 

H99 

H96 

A02 

A99 

ASS 

% AT RISK 

% AT RISK 

% 

AT RISK 

% AT RISK 

Join in community activitiet (ncvcr/sc Idem) 

52.8 

48.5 

48.2 

55.8 

49.5 

49.9 

63.8 

61,9 

59.2 

53.5 

49.1 

48.8 

Attend church or synagogue (never/seldom) 

34.7 

32.3 

32.0 

24.1 

20.7 

23.3 

33 

51.6 

30.2 

33.9 

31.3 

31.4 

lake part in gangs (sc IdonVsofiie/often/a lot) 

6.1 

7.3 

9.9 

12.0 

12.6 

16.5 

14.9 

17.0 

22.4 

7.3 

8.3 

n.i 

3.7.2 Community - Protective Factors: 














% PROTECTED 

% PROTECTED 

% PROTECTED 

% PROTECTED 

Join in community activities (often/a lot) 

27.4 

'32.6 

33.0 

25.8 

32.3 

32.3 

20.3 

21.6 

25.0 

27.0 

32 2 

32.6 

Attend church or synagogue (oflm/a Sol) 

46.4 

43.8 

49.2 

52.5 

55.5 

52.2 

46.0 

47,6 

47.7 

46.7 

49.3 

492 

Take part in gangs (never) 

93.9 

92.7 

90. 1 

ftfi.O 

87 .4 

fi'3.5 

85.1 

33.0 

77.6 

92.7 

91.7 

88.9 

3.7.3 School - Risk Factors: 














% AT RISK 

% AT RISK 

% AT RISK 

% AT RISK 

Makegood grades (never/seldom) 

3.6 

3.6 

3.6 

5.0 

5.7 

5.9 

8.3 

7.6 

6.6 

4.0 

4.0 

4.0 

Join in school activities (never/seldom) 

24,6 

22.7 

21.5 

32.4 

29.2 

28.9 

35.9 

38.4 

30.7 

26.0 

23.9 

22.6 

Trouble at school (often/a lot) 

4.8 

6.7 

7.3 

10.8 

12.1 

13.3 

9.9 

11.7 

12.6 

5.7 

7.5 

8.2 

3.7.4 School ■ Protective Factors: 














% PROTECTED 

% PROTECTED 

% PROTECTED 

% 

PROTECTED 

Mike good grades (oftcr./a krt) 

70.5 

70.0 

69.4 

5A9 

53.1 

52.7 

54.0 

49.9 

54.4 

68.2 

67.5 

67.3 

Join in school activities (often/a lot) 

59.7 

61.4 

62.7 

50.5 

53.0 

53.1 

47.3 

43.2 

50.6 

58.2 

59.8 

61.4 

Trouble at school (never/ seldom) 

79.6 

74.4 

72.2 

61.2 

53.1 

5 2.2 

68.0 

58.4 

56.3 

77.1 

71.5 

69.7 


*W - While. 14 - Blank, )( - ] Inpanic. A- All 

02-2001 -1)2 jckud year, 9'J . 1 9VB-99 achud ,t,v. % - I W-% school >«r 
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Table 2 , continued 


3.7.8. Family - Risk Factors: 

WC2* 

W99 

W96 

B02 

B99 

B96 

H02 

H99 

H9G 

A02 

A99 

A96 


% AT RISK 

% AT RISK 

% AT RISK 

% AT RISK 

Parents talk about drugs {never; seldom) 

37.1 

33.6 

36.5 

31-4 

25.1 

24.8 

33.8 

30.5 

31.3 

36.6 

32.8 

35.4 

Pate u Is set clear rules (never/ seldom) 

9.5 

6.6 

6.3 

9.1 

8.5 

0-0 

14.7 

13.9 

11.3 

9.7 

9.0 

8.5 

PaienLi Ktiforea rules (never/seldom) 

17.0 

14.3 

15.0 

19.6 

17.3 

16.7 

24.9 

24.4 

>9.9 

17.6 

15.0 

15.4 


3-. 7, 6. Family - Protective Factors: 



% PROTECTED 

% PROTECTED 

% PROTECTED 

% PROTECTED 

Parents talk about drugs (often/a lot) 

31.3 

34.9 

3k! 

45.3 

53.8 

53.3 

40 1 

45.6 

41.2 

33. i 

37.3 

33.5 

Parents set clear rules (often; a lot) 

71.1 

75.9 

75-0 

73.6 

79.1 

79.2 

64.1 

68.0 

70.9 

71.0 

75.9 

75.9 

Parents enforce rules (ofteiVa lot) 

56.0 

62,1 

59.0 

51.2 

57.8 

.57.0 

47.1 

48.3 

52.5 

55.3 

61.2 

56.5 


3.7.7. Imlrviduai - Risk Factors: 

% AT RISK % AT RISK % AT RISK % AT RISK 

Threaten stude nti/teacher»(se Idom/so me, -often/a lot) 36.5 39.2 40-3 b- 34.3 33-7 44.9 46.8 51.5 3fl.4 4!. 3 42.0 


Trouble with pal icefaeldow'aoiri e/often/a. lot) 
Think about suicide (ofteiy'a lot) 

22.5 

5 

19.9 

4.8 

20-4 

4.9 

28.9 

5.0 

25. 4 
6.3 

6.2 

31.5 

8.6 

28.0 

0.9 

31.4 

7.5 

23.6 

5.3 

21.0 

5.3 

21.6 

5.2 

3.7,8. Individual - Protective Factor*: 

% PROTECTED 

% PROTECTED 

% PROTECTED 

% PROTECTED 

Threaten -.luriem s/teachers (never) 

63.5 

60.6 

59.7 

49.0 

45.7 

46,3 

35.1 

51.2 

48.5 

61.6 

58.7 

56.0 

Trouble with police (never) 

77.5 

80. i 

79.6 

71.1 

74.6 

71.9 

63.5 

72.0 

68.6 

76.4 

79.0 

78.4 

f hink about suicide (never/sddoni) 

87.6 

89.3 

R8.9 

58.4 

86.9 

86.') 

84.2 

82.9 

84.0 

67.3 

08.6 

86.4 


*W • White. R - Black H . Hispanic. A. All 

02 • 2001-02 school year. 99 • I 998-99 school year. 96 - I 995-96 sdnol year 
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Survey participants 

In fall 2001 , 222, 155 Ohio students partici- 
pated in the Ohio Student Survey 2002. admin- 
istered by PRIDP. Surveys, a national survey 
organization dedicated to assisting communities 
define drug and violence behaviors among their 
young. 

Of the 222, 1 55 participating Ohio students. 
4th, 6lh, 8th, 10th, and 12th graders were repre- 
sented as follows: 

51,631 4lh graders 

50,369 6th graders 

49,083 till) graders 

41,512 10th graders 

29,560 12th graders 

lentil and 12 ill graders participated for the first 
time this survey year, while other grade levels have 
participated in the three previous surveys occurring 
in 1993, 1996, and 1 999 as shown below. 


As in previous years, students in the 2002 
survey self-identified individual ethnic groups, 
with breakdown as follows:* 



2002 

1999+ 

1996+ 

19931 

Whites 

177,224 

126,708 

150,572 

224.314 

B lacks 

23,299 

17,247 

20,534 

25,976 

Hu panic? 

DV*" 

2,119 

2,258 

4,364 


Students bom 297 public school districts and 
2 dioceses participated in the survey. Eighty-four 
of Ohio's 86 counties were represented and 297 
school districts participated- More than 1 ,000 
schools (1 ,037) administered the survey for 
grades 6-12 and 9 1 7 schools collected data on 
4th graders. 



1993 

1996 

1999 

4 th graders 

90,657 

69,477 

56,250 

6lh & 8 graders 

172,210 

1 12,776 

| 101.530 


■•Native Amerkani!. Asian, Mixed Raw arnnnt shown. 
tC Wiles 10 sid 1 2 students not included in three survey yture. 
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Survey funding 

Funding for this survey was through ihe 
Ohio Deportments ol Alcohol and Drug Addic- 
tion Services (ODADAS) and Education. I he 
information will be used to make policy decisions 
and to provide families, school districts, and com- 
munities with local data. All Ohio school districts 
were offered the opportunity to participate m the 
survey. 

for additional information 

For information on this Executive Summary or 

the PRIDE Survey, please contact: 

Ohio Department of Alcohol and Drug 

Addiction Services 
Gary Tester 

Chief, Division of Prevention Services 
Stacey Frohnapfel 

Chief, Communication s. and Training 
Two Nationwide Plaza 
2 SO North High Street, I2lli Fluor 
Columbus, Ohio 4321 5-2537 
Phone 614-466-3445 
Fax 61 4-752-6645 


The PRIDE Survey 

The information in this Executive Summary 
represents the major findings of the Ohio Student 
Survey 2002. Appropriate school personnel may 
order more detailed reports tor each participating 
school and' or school district through PRIDE 
Surveys. The reports can provide data and charts 
specifically for one school or one school district. 
Other areas of specialized reports available 
include: 

• Accessibility o( drugs 

• Violence and drugs 

• Risk and protective factors by individual, 
school, community, and family' 

• Respondent demographic information. 

Jo order additional analysis and reports for 
your school or school district, please call or write 
PRIDE Surveys: 

! 66 St. Charles Street 

Bowling Green, Kentucky 41210 

800-279-6361 

or visit www.pndesurveys.com 
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[Whereupon, at 11:50 a.m., the subcommittee was adjourned.] 

O 



